(Re)creating spaces within rural general practice : Women as agents of change at the organisational and practitioner levels by Schwarz, Imogen
  
(Re)creating spaces within rural general practice: 
Women as agents of change at the organisational 
and practitioner levels  
 
 
 
Imogen Schwarz 
B. App. Sc. Hons.  
 
 
 
This thesis is submitted in total fulfilment 
of the requirements for the degree of PhD. 
 
 
 
 
 
School of Behavioural, Social Science and Humanities 
 
University of Ballarat 
PO Box 663 
University Drive, Mount Helen 
Ballarat, Victoria 3353 
Australia 
 
 
 
Submitted in November 2005
 Abstract 
This thesis examines how women, as agents of change, contest the male-dominated structures at 
the organisational and practitioner levels of rural medicine in Australia. The premises for this 
study are that females now outnumber males as medical graduates and general practice trainees, 
yet women are significantly less likely than men to occupy rural and remote practice positions in 
Australia. Furthermore, the organisation of medicine remains strongly patriarchal. A feminist 
qualitative design underpins this empirical study involving: in-depth interviews with seventeen 
women activists and thirteen rural women GPs; grounded theory analysis of transcribed 
interviews; and interpretation of findings through a feminist poststructural lens. Findings uncover 
the gendered organisational and practitioner environment through which change is negotiated. At 
the organisational level, male exclusionary practices – played out through the ‘male as norm’ and 
the ‘problem is women’ discourses – position women in highly contradictory ways and 
marginalise their voices. Yet simultaneously, activists are challenging entrenched interests 
through individual and collective strategies of change which include: initiating gender-awareness 
projects; claiming legitimacy by using male-centred tactics and women-defined discourses; 
developing female-friendly initiatives; and mentoring of and building alliances between women. 
At the practitioner level, results reveal how women’s everyday lives as rural GPs are shaped by 
oppositional tensions. However, beyond the struggle of ‘fitting in’, women are altering rural 
medicine by (re)shaping meanings and (re)constructing work practices. Furthermore, their 
narratives suggest that rural spaces are integral to ways women carve out women-defined practice. 
A key innovation of this thesis is analysis of change at dual levels, both organisational and 
practitioner. This thesis marks a significant advancement upon the usual themes that attend only 
to the marginalisation of women and rural areas. It highlights the transformative process through 
which women (re)create the discursive spaces of rural general practice. 
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PART 1 
Background to the study 
 
 
 
 
  
 2 
Introduction 
 
… female rural GPs are becoming change agents for rural general practice … 
(Tolhust & Lippert, 2003, p. 76) 
 
This study seeks to uncover the ways women are contesting the traditional model of rural general 
practice in Australia and (re)creating spaces that illuminates an “alternative voice of resistance” 
(Alston, 2000, p. 61). Building upon recent Australian studies of female rural general practitioners 
(GPs), this thesis offers an optimistic viewpoint with greater attention to socio-cultural 
explanations and a better understanding of the multi-layered context affecting retention and 
recruitment of women GPs to rural areas of Australia. Rather than dwelling on the problematic 
issues of rural practice for women GPs, this thesis focuses on the outer boundaries of medicine 
where women’s actions, attitudes and collective activities are pushing for change. A fundamental 
concern of this study is the link between gender, power, and social change. This research 
identifies specific mechanisms of change and forms of resistance by women rural GPs and 
representatives of their interests (termed activists). As such, the significance of this thesis is that it 
articulates gendered sites of change at dual levels of analysis (both practitioner and 
organisational) that requires attention from rural medical workforce planners and policy makers.  
 
The introduction provides an overview of the social, political and theoretical context in which the 
study is set, defines key terms used throughout the thesis, explains my positioning within the 
research, and outlines the organisation of the thesis.  
 
CONTEXT 
General practitioners are in undersupply in many areas of rural and remote Australia (Australian 
Medical Workforce Advisory Committee [AMWAC], 1996; AMWAC & Australian Institute of 
Health and Welfare [AIHW], , 1998b). Other developed countries including Canada, the United 
States, South Africa and Britain are experiencing these rural health workforce shortages too. The 
current problem is that few new doctors will take up rural and remote practice positions 
(AMWAC & AIHW, , 1996a; Quadrio, 1996). 
 
To date many explanations for the undersupply have been based on workforce planning, 
management and market-driven approaches, rather than examining through a sociological 
perspective, the socio-cultural environment to determine causes and provide solutions.   
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Commonwealth and state governments, medical schools, medical organisations and rural 
communities have invested considerable resources into developing a range of initiatives to 
address rural medical workforce shortages (J. A. Jones, Humphreys, & Adena, 2004; Veitch & 
Crossland, 2002), generally with minimal gain (Humphreys et al., 2001; Humphreys, Jones, 
Jones, & Mara, 2002; Tolhurst & Lippert, 2001). One of the strategies is to respond to the 
increasing numbers of medical women who are choosing general practice as a career (AMWAC 
& AIHW, 1996b; 1998a; Tolhurst & Lippert, 2003). Female medical graduates and general 
practice trainees will continue to outnumber their male counterparts, although women are 
significantly less likely than men to take up full time general practice in rural and remote areas 
(AIHW, , 1999; AMWAC & AIHW, , 1996b; Power & Aloizos, 2000). 
 
Current research argues that female GPs have distinctive values, interests and work practice 
preferences (AMWAC & AIHW, , 1998a; Wainer, Strasser, & Bryant, 2005) and that rural 
communities and medicine itself are strongly patriarchal (Lippert, 2001; Wainer, Bryant, Strasser, 
Carson, & Stringer, 1999, March). Furthermore, strategies for recruitment and retention have been 
based on a male-centred view of general practice (Carson & Stringer, 1998, August; Lippert, 
2002; McEwin, 2001; Strasser, Kamien, Hays, & Carson, 1997) and for this reason may act as 
major disincentives for many female GPs to consider a career in rural practice (Lippert, 2001). 
Lippert’s (2001) study explores these links between the structural oppression of patriarchy and 
shortages of female GPs in rural practice. As such, the study provides a structural analysis of “the 
conservative and patriarchal attitudes of the medical profession and rural communities” (Lippert, 
2001, p. 3) that inform government policies and programs (Lippert, 2002, 2003) and that may 
influence female GPs uptake of rural practice.  
 
In contrast, this research builds upon Lippert’s study by adopting a broad feminist poststructural 
approach to uncover an alternative view – how women are tenacious agents of change in 
challenging patriarchy. The emphasis here is on women’s action and pursuits of change rather 
than on examination of the oppressive structures related to rural medicine. In effect, the 
theoretical context allows for significant key concepts of this thesis, including women, power, 
discourse, structure/agency to be examined from an optimistic viewpoint. So despite women’s 
exclusion from the history of medicine and the prevailing masculine discourses in rural general 
practice that relegate women GPs to ‘other’, this sociology sees that the professional culture is not 
immutable from change – women are capable of resistance and innovation (Davies, 1991; Pringle, 
1998; Witz, 1992). As long as female doctors have been the minority, they have been required to 
adopt to work practices and values of male GPs (Wainer, 2001). However, this orientation is 
shifting. Now in greater numbers women are beginning to influence the dominant medical culture 
and call for changes to current structures in rural medicine (Pringle, 1998; Tolhurst & Lippert, 
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2003; Wainer, 2001). This thesis argues through a feminist poststructural lens, that women are at 
the forefront of the transformative aspect of restructuring medicine and therefore, their present 
activities of resistance are important indicators of what the future rural medical workforce will 
require. This research considers how women are pursuing these changes at the macro 
(organisational) and micro (practitioner) levels.   
 
RESEARCH AIMS 
The overarching goal of this research is to contribute to the recruitment and retention of female 
general practitioners in rural areas of Australia. The main aim of this thesis is to examine the ways 
women use their agency to shape/rework masculinist discourses embedded in work structures, 
processes and systems within the culture of rural medicine at organisational and practitioner 
levels.  
 
Organisational level 
At the organisational level, the aim is to examine the historical sites of struggle in the change 
process; and the agency/resistance of activist women in the way they are organising themselves 
and pressuring for change in the political, educational and bureaucratic arenas. The research 
questions addressing this aim are:  
 
• How has the recent history of medicine affected women’s agency to influence the dominant 
discourses of medicine and rural general practice, and to what extent have organisational 
developments advanced the needs and interests of female rural GPs?  
• What are the current exclusionary strategies that reinforce the dominant masculinist 
discourses in rural medicine? 
• What are the current inclusionary strategies used by women activists to challenge the 
dominant masculinist discourses and advance an agenda for change? 
 
Pract i t ioner level 
At the practitioner level, the aim is to examine the agency/resistance of rural women GPs to the 
patriarchal discourses of medicine within their individual work/lives. The research questions 
addressing this aim are:  
 
• Do women rural GPs contest or conform to the dominant masculinist discourses and in what 
ways is this evident? 
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• What new or alternative discourses have been created by women rural GPs to shape their 
philosophy, practice and work structures? 
• How does rurality provide the setting which enables rural women GPs to create their own 
space articulated as new or alternative discourses? 
 
DEFINITIONS OF TERMS 
Defining rural 
Defining ‘rural’ is important but problematic (Hegney, 1997; Wilkinson, 2000). There are 
numerous axes of what is meant by ‘rural’. The term, for example, may define a location or its 
socio-cultural characteristics (Halfacree, 1993). The socio-cultural definition of the ‘rural’ aspects 
of medicine (Dempsey, 1992; Little, 1986; Strasser, 2003; Whatmore, Marsden, & Lowe, 1994) in 
terms, of how female GPs are accepted by ‘small town mentalities’ of rural communities and the 
masculine culture of medical practice, will be explored further in the thesis. Most approaches used 
by government departments and researchers classify or rank rural communities using a 
combination of factors such as population size, distance from major urban services or towns and 
populations density (Humphreys & Rolley, 1991). Of current and common usage in medical 
workforce planning are the RRMA and ARIA classifications systems (AIWH, , 2004a). The 
Rural, Remote and Metropolitan Areas (RRMA) classification system is used to analyse data 
sources by those dealing with rural health workforce issues including the AMA, Divisions of 
General Practice, Rural Workforce Agencies and rural health researchers to describe what rural 
(and remote) encompasses. Although RRMA is seen to be out-dated and static (Wilkinson, 2000) 
because it masks variations of remoteness within one area, this system is still used to define areas 
of need for GPs. The Accessibility Remote Index of Australia (ARIA) Classification, presented in 
table 2, provides a more accurate scale (from 0 to 12) of rural and remote areas by measuring 
accessibility to service centers. For the purpose of this study, RRMA areas 4 to 7 or ARIA scores 
2 to 6 approximate ‘rural’ localities.  
 
 
Table 1: RRMA classification system 
Zone Classification Category 
Metropolitan 1 Capital cities 
 2 Other metropolitan areas (urban centre with a population of > 100,000) 
Rural 3 Large rural centres with population 25,000–99,000 
 4 Small rural centre with population 10,000–24,999 
 5 Other rural areas with population < 10,000 
Remote 6 Remote Centres > 5000 
 7 Other remote areas with population < 5000 
Source: www.sarrmsa.com.au/rrma.htm 
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Table 2: Accessibility remote index of Australia (ARIA) classification 
Zone ARIA 
Score 
Category 
Highly Accessible 
0 – 1.84 
Relatively unrestricted accessibility to a wide range of 
goods & services and opportunities for social 
interaction 
Accessible 1.84 – 3.51 Some restrictions to accessibility of some goods, services and opportunities for social interaction 
Moderately Accessible 3.51 – 5.80 Significantly restricted accessibility of goods, services and opportunities for social interaction 
Remote 5.80 – 9.08 Very restricted accessibility of goods, services and opportunities for social interaction 
Very Remote 
9.08 – 12 
Locationally disadvantaged –very little accessibility to 
goods, services and opportunities for social 
interaction 
Source: www.health.gov.au/ari/aria.htm 
 
Defining (rural) general practice/pract i t ioners 
General practice ‘is a specific and defined discipline in medicine’ (National Specialist 
Qualifications Advisory Committee [NSQAC], 1978) and has specific definitions within 
Australia. In the United States and Canada, the professional discipline of family practice, and its 
role of family physicians shares historical roots and is part of a worldwide movement of general 
practice (Phillips & Haynes, 2001; Wonca, 1991). The terms, family medicine and general 
practice and their associated functions, are often used interchangeably within the international 
context, such as within policy papers published by the World Organisation of Family Doctors 
(Wonca, 1991; Wonca Working Party On Rural Practice, 1995). The Royal Australian College of 
General Practitioners (RACGP, , 2002) defines general practice in Australia as:  
 
… part of the Australian health care system and operates predominately through private medical practices, 
which provide universal unreferred access to whole person medical care for individuals, families and 
communities. General practice care means comprehensive, co-ordinated and continuing medical care 
drawing on biomedical, psychological, social and environmental understandings of health. (para. 1) 
 
In Australia, a general practitioner has traditionally been a generalist who works in community 
settings (Commonwealth Department of Health and Family Services [DHFS], 1998) and the gate-
keeper to the rest of the medical system (Power & Aloizos, 2000). Roles of general practitioners 
vary across different settings to “reflect the needs of the community, the interests of GPs and 
wider factors in the health care environment” (DHFS, , 1998b, p. 83). In rural areas, many GPs 
fulfil a broad role in a number of ways. Firstly, due to few specialists working in rural and remote 
settings, many rural GPs provide a wide range of services in the areas of emergency medicine, 
hospital access and care of the acutely ill, together with clinical procedures such as surgery, 
anaesthetics and obstetrics (DHFS, , 1998b; Wonca Working Party On Rural Practice, 1995). 
Secondly, comprehensive and continuing care also characterise rural practice. Therefore, rural 
GPs are much more likely to look after “individual patients for all of their medical problems on a 
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continuing basis and be caring for other family members” (Wonca Working Party On Rural 
Practice, 1995, p. 6). As such, rural and remote medicine is seen as a separate discipline, as it 
requires a generalist role with a unique skill set. The Australian College of Rural and Remote 
Medicine (ACRRM, , n.d.-b) describes rural medical practitioners as GPs that: 
 
…provide a whole-of-patient, focussed, continuing care that is responsive to the community’s needs and 
circumstances. … with limited and/or remote access to specialist or allied services and resources. As such, 
their personal aptitude is often characterised by independence, self-reliance and multi-skilling as well as 
strong leadership and teambuilding qualities. In certain settings, practitioners must be acutely aware of, and 
responsive to, the particular community needs, socio-cultural contexts and distinct patterns of mortality and 
morbidity that typify rural and remote Australia. (para. 3) 
 
This definition above provides a basis to discuss the evolving role of a rural GP. GPs are a diverse 
group in a number of ways, including the variety of roles they play, their differing career interests 
and lifestyle needs, and their varied demographic profiles of age, gender and ethnicity. Given the 
diversity amongst individual GPs, it is no longer reasonable to expect that all GPs conform to the 
definition of a general practitioner, in its entirety (DHFS, , 1998a). This point makes it necessary 
to define the following key term which is central to the study.  
 
The traditional model of rural general practice/super-doc model 
The construct of a ‘traditional model of rural general practice’ (and abbreviated as ‘super-doc 
model’) is a contested term within the thesis, by activist women, and individual female rural GPs 
in their calls for change to workforce practices, and organisational policy interventions that 
remain intact with ‘male-as-norm’ concepts and lack gender analysis. Thus, the ‘traditional model 
of rural general practice’ refers to the dominant image of what the individual rural GP is expected 
to be, based on a “full-time, procedurally skilled male GP, available for after hours and with a 
supporting spouse” (Lippert, 2001, p. 2).  
 
POSITIONING MYSELF 
As this thesis is situated within a broad feminist methodology, it is necessary for reflexive 
practice – that the author write oneself into the thesis so the reader is given a better understanding 
of the research by knowing about their background, interests and prejudices (Pini, 2003). (Chapter 
three further explains how reflexivity relates to the broader feminist principle of objectivity). 
Therefore, I have included this statement so as to incorporate my positionality in relation to this 
field of research. In doing so this section offers a critique of why I conducted this research the 
way I did. 
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I joined this project at a time when the parameters of research were to examine all rural GPs  – it 
seemed a daunting project for someone who had just come out of the woodwork, spending the last 
three years wandering the world and skilling myself for transient work. After identifying these 
initial frailties, I endeavoured to narrow the study’s scope (however, which still met ARC SPIRT 
grant requirements) to address a specific area of general practice that related to current medical 
workforce trends and appealed to my passions, prior knowing and understanding, so I could make 
a difference. In particular, the initial things that funnelled my interests to conduct a study about 
female rural GPs were firstly, the widely reported increase of women in medicine, secondly, on a 
more personal note, my sister’s entry into medicine as an undergraduate student, and thirdly, as a 
female-gendered subject, I believed I had a better grasp of the plights and joys of being a woman 
in medicine.  
 
Other influences have been my educational and professional background. Having previously 
worked at a women’s health centre in outer-suburban Melbourne, delivering preventative 
workshops to female secondary students about violence against women, I felt the new research 
focus would satisfy my individual interests and also provide new knowledge on women GPs in 
rural areas. Through my undergraduate studies in health promotion I acquired an appreciation of 
sociology and gender issues, and my own experience of being a woman had fuelled my concerns 
about the way in which women are positioned within a male-dominated society. This 
understanding led me to pursue honours studies on the impacts of “grey areas” of public violence 
on young women. The argument was a fundamental social justice, human rights one – that every 
individual, regardless of social class, is entitled to the same freedoms and opportunities in society. 
The findings centred on the male-centred nature of society and the male control of public spaces 
which in turn threatens women’s full participation within society. However, not all women 
perceived or conceived their gendered experiences in public as ‘violating’ and some more than 
others expressed a sense of autonomy and choice. The multiplicity in the experience of women 
was noted and having ceased the opportunity to undertake doctoral studies I was able to pursue 
these notions of space, place and the societal dominance of patriarchal discourses and women’s 
diverse responses to these. The challenge was to explore how women themselves are agents of 
change, rather than being constituted by the structures of society.  
 
I was both ‘same’ and ‘different’ (Rimmer, 2002) from women whose lived experiences are 
central to this study. Our common ways of knowing as female-gendered subjects, I believe, gave 
me an advantaged position within which to discuss the work and lives of women co-researchers. 
Furthermore, living in a small rural town meant my understanding of the cultural context of 
rurality is inherent. While I may carry with me some taken-for-grantedness about its meanings, 
this connection to the women who live rurally provides an ‘insider’ positioning about the rural 
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context, as opposed to the dominant urban-centric views of rurality (K.-E. Allen, 2002). Such 
urban-centric folk and governments may see me as ‘disadvantaged’. I know from the perspective 
of foreign eyes rural towns may appear empty, quiet, in decline, aged and poor. Yet my own 
experience of living rurally was somewhat dislocated from these images, especially when applied 
to my own hometown as both positive and negatives were ingrained in my personhood.  
 
Even though geographically there are more rural and remote territories, Australia is a 
suburbanised nation. As a rural dweller though, I do not feel ‘left out’ or ‘lacking’ but instead as 
special and privileged. There are fewer of us and it seems easier to be one of a kind, rather than be 
lost in the busy metropolis crowds. When I experienced living in a big city for tertiary studies it 
seemed impersonal, rushed, sometimes depressing, and claustrophobic. I felt too far away from 
my beloved open plains, starry skies, the Grampians, and the quietness and timelessness of being 
in those spaces. Rural was my space. I felt I owned and was part of it. I was proud to be from “the 
country”, it set me apart and opened horizons to new possibilities. My rural-ness, made me see 
things through alternate or ‘other’ lenses and I felt I wasn’t uni-dimensional like my city cousins. 
This was the advantage of identifying as “other” – it was a position of distinctness, one that is 
easily identifiable, that reeks of otherness. And from this position, at this outer edge, I can operate 
as an ‘outsider’ to the rest of the world, or an ‘insider’ to otherness which opens up new 
possibilities for ways problems are solved, phenomena identified, and otherness seen not as being 
deviant but instead seeing that the rest of ‘us’ are missing out.  
 
ORGANISATION OF THESIS 
The thesis is organised into four parts, with each part having a particular focus, and is structured 
as follows:  
 
Part one consists of information relating to the background of the study. The introduction set the 
context and focus of this research, defined terms used throughout the thesis and my positioning in 
relation to the research. Chapter one critically reviews the literature pertaining to major issues of 
the research area including the dominant cultures of medicine and rurality, recruitment and 
retention of female rural GPs, and the implications of gendered change in medicine and rural 
general practice. Chapter two overviews feminist poststructural thinking, which is the theoretical 
approach guiding this thesis. This chapter also identifies key concepts and a framework for 
analysing change at organisational and practitioner levels. Chapter three reviews the feminist 
qualitative methodology informing the study design and outlines the data collection procedures, 
ethical considerations and the data analysis process. This chapter ends part one.  
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Part two presents the findings of the organisational level of rural medicine. Chapter four examines 
the broad cultural, socio-political and organisational context of (rural) medicine and the place of 
women GPs drawing on major milestones and events that have increased the status of rural 
women practitioners in Australia. Chapter five is the first of two chapters to present the results of 
interviews with seventeen activist women at the organisational level of rural medicine. This 
chapter examines the constraints on women’s actions in their pursuit of gendered change and 
uncovers nine ways in which activist women efforts are excluded and marginalised by the 
dominant rural medical culture. Chapter six continues to examine activist women’s stories. This 
chapter makes visible women’s agency by discussing eight strategies activist women use to 
rework the rural medical field and mainstream a gender perspective.  
 
Part three presents the findings at the practitioner level of rural medicine. The introduction to part 
three profiles the thirteen female GP case study co-researchers and outlines ‘The agenda for 
change model’ which is the theorising lens to examine results at this level. Chapter seven, the first 
of two results chapters at the practitioner level, discusses the extent to which women GPs contest 
the dominant masculine discourses of rural practice, and the associated struggles and constraints 
on women’s ability to choose. It also examines the processes through which women resist 
assimilation and move beyond ‘fitting in’ with dominant images of a rural doctor. Chapter eight is 
the final results chapter. This chapter investigates women rural GPs’ individual agency to 
(re)define and (re)create spaces for being a rural doctor. It also illustrates the significance of place 
in that the rural context is where an enabling culture for women GPs is possible. 
 
Part four, is the final part of the thesis. It draws conclusions to the thesis in relation to the 
literature, the theoretical approach and the research aims. The conclusion also provides 
recommendations arising from this research.  
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Chapter 1 
Literature review 
 
The medical profession is facing an environment which is complex, fast changing, uncertain, 
unfamiliar, and competitive… 
(Shannon & Richards, 2001) 
 
OVERVIEW 
This review critically analyses current themes and movements in the international and national 
area of recruitment and retention of general practitioners, in particular female GPs to rural 
Australia, highlighting those gaps where research is needed. The review examines a broad cross 
section of literature. The literature review is organised into three sections. Firstly, I define the 
major issues relevant to the study area including rural GP shortages, the increase of women in 
medicine, the changing status of medicine, women and rural general practice, and the patriarchal 
discourses of medicine and rurality. Secondly, I provide a general overview of recruitment and 
retention literature and then focus on studies pertaining to female rural GPs and the implications 
of gender change. Thirdly, through analysis of the literature, I reveal significant problems that my 
research aims to answer. To summarise, I present an overview of how this research proposes to 
advance our knowledge about women as agents of change at the organisational and practitioner 
level of rural medicine, at which point I reiterate the research questions.    
 
MAJOR ISSUES RELEVANT TO STUDY AREA 
Shortages of rural GPs 
There are chronic shortages of rural GPs throughout the world, including rural and remote 
Australia, which mirror international trends. This crisis is well-reported in the literature 
(Blumenthal, 1994; Laven & Wilkinson, 2003; Rosenthal & Frederick, 1984). Even though one 
third of Australians live in rural areas, they are serviced by less than one-quarter of GPs (Wilde, 
MacIsaac, & Snowdon, 2001). Shortages of rural GPs are estimated to be between 440 and 1500 
(AMWAC & AIHW, , 1998b). The annual attrition rate for rural doctors is likely to be around 
five percent (Hays, Veitch, Cheers, & Crossland, 1997; Strasser, 1999), so in order to meet the 
estimated shortfalls, more than half of all new GP graduates would need to take up rural practice 
in the next five years (J. Harding, 2000).  
 
The current problem is that few new doctors will take up rural practice in RRMA areas 4 to 7 
(AMWAC, , 1996). In addition, there is considerable debate about how best to determine numbers 
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of GPs required for each individual community (Wilkinson, 2000). Changing Australian medical 
workforce values adds to the challenge of accurately determining the rural GP shortfall. These 
new trends are typified by shorter hours and earlier retirement among medical men (AIHW, , 
1999; Conn, 1995), and a preference for permanent part-time work and job-sharing among 
younger doctors (AMWAC & AIHW, , 1998a; Hirsch, Calcino, & Fredericks, 2001; Quadrio, 
1996). Furthermore, the increasing entry of women into general practice has significant 
implications in determining the magnitude of rural GP shortages (Australian Medical Association 
[AMA] & Rural Doctors Association of Australia [RDAA], 1998; AMWAC, , 1996) .  
 
Increase of women in medicine 
The world-wide increase of women in medicine is well established (AMWAC & AIHW, 1996b, 
1998b). This may partly be due to a general movement of women into the workforce, in line with 
diminishing traditional gender role expectations. The number of Australian female medical 
practitioners compared to male practitioners has increased around five-fold from 1981 to 1995. 
This trend is expected to persist due to the numbers of female medical graduates continuing to 
increase and a relatively large number of male doctors proceeding to retire (AMWAC & AIHW, 
1998b, 1996b).  
 
Another major theme in the literature was that increasing numbers of medical women are 
choosing general practice as a career, more so than men (Tolhurst, Talbot, & Baker, 2000). 
Current figures in Australia reveal that fifty percent of those graduating from medical school are 
female (Tolhurst, Talbot, & Baker, 2000) and sixty percent participate in general practice training 
programs (AMWAC & AIHW, , 1998b). By 2030, it is anticipated that women will constitute just 
over sixty percent of the GP workforce (AMWAC & AIHW, , 1998b). One of the most important 
determinants of medical career choices for women and a main reason for their choosing general 
practice is because of the “(f)lexibility afforded by training and ability to combine a family with a 
career” (AMWAC, , 2000, p. 37). Despite the increasing participation of women in general 
practice, major Australian studies document their relative shortage in rural medicine (AMWAC, , 
1996; AMWAC & AIHW, , 1998a; DHSH, , 1995). Women comprise just over one quarter of all 
rural and remote GPs (J. Pope & Deeble, 2003) and are significantly less likely than men to take 
up full-time practice in rural medicine (Conn, 1995).  
 
The preferences of younger GPs, in particular female GPs, to live in urban localities (AMWAC & 
AIHW, , 1998a) have serious implications for the rural medical workforce. Changes, led by 
women, to traditional practice styles, issues and needs, require the consideration of medical 
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workforce planners in order to reduce critical shortages of rural GPs into the future (Wainer, 
2003).   
 
Changing status of medicine, women and rural general pract ice 
A common theme in a broad cross-section of literature is the urgent need for change in relation to 
the role and function of general practice within the health system (Rudd & Steed, 2000), the 
shifting nature of the medical workforce profile (AMWAC, , 2000; AMWAC & AIHW, , 1998b) 
and the critical state of rural healthcare (Strasser, 1997). In brief, these issues are evidenced by the 
following arguments.  
 
Firstly, the changing roles of women in society (Tolhurst & Lippert, 2003) and the increased 
participation of women in the workforce have led to differing values and preferences in the 
medical profession (AMWAC, , 2000). Secondly, there is an increased acknowledgment and 
recognition for the contribution that women make to rural economies and communities (Alston, 
2000; Tolhurst & Lippert, 2003). Women activists are attempting to follow this through in 
medicine as well (Wainer, 2003; Wainer, Bryant, & Nobelius, 2002). Thirdly, the new roles in 
medicine, particularly as general practice redefines its boundaries, gives opportunity for women to 
bring in their values as an important part of this movement (Pringle, 1998). Fourthly, as 
international rural doctor recruitments are reformed, medical workforce planners will rely more 
heavily on the local workforce, which is becoming increasingly feminised (Couper & Worley, 
2002). Finally, other influential drivers of change are: access to information brought about by the 
communications revolutions (Shannon & Richards, 2001); the changing values and priorities of 
individuals to work (Quadrio, 1996); the changing relationship between doctors and patients 
(Power & Aloizos, 2000); and a break down of boundaries on medical knowledge (Elston, 1991, 
1993). Within this environment, rural medicine has been cited as an area where changes made by 
women will be embraced, first and most fully (Wainer, 2001). 
 
Patriarchal discourses of medicine  
There is strong evidence for the existence of patriarchal discourses in medicine (Brooks, 1998; B. 
Lawrence, 1987; Lippert, 2002; Lorber, 1984, 1993; Pascal, 1986; Pringle, 1998). Notably, Pascal 
comments that “(t)he consequent structuring of medical careers around male lives, and the control 
of the hierarchy by men, have posed considerable barriers to women” (1986, p. 183). These 
barriers include: occupational segregation and under representation of women in the higher 
echelons and specialities of medicine (Brooks, 1998; Pascal, 1986); a lack of positive role models 
and informal networks important for women’s career development (DHSH, , 1995; Jorgenson, 
2000; Pringle, 1998; Quadrio, 1991; Turner, Tippett, & Rahpael, 1994); a lack of part-time work 
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and training opportunities (Doyle, 2003; Quadrio, 1991; Tolhurst & Lippert, 2003); and negative 
perceptions of women who choose to work part-time for family reasons (AMWAC & AIHW, , 
1996b; Quadrio, 2001). However, few studies have examined how patriarchal discourses impact 
on the development of effective recruitment policies, specific to female rural GPs. As Lippert 
(2001) argues, “conservative ideologies of the medical profession and rural communities” (p. 3) 
may act as powerful disincentives to women GPs, for which future recruitment policies need to 
attract. Several authors discuss how the male dominant culture has created powerful professional 
boundaries in general practice (B. Lawrence, 1987; Pringle, 1998; Shannon & Richards, 2001; 
Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March). These barriers prevent women from 
breaking through to gain positions in medicine and illustrate difficulties that might be encountered 
with women restructuring rural general practice (Jorgenson, 2000). These constraints arise from 
two main interconnecting themes in the literature.  
 
The first theme concerns the historical absence of women in medicine, and is indicative of why 
male dominance exists in the profession. In the Middle Ages, women healers were perceived as 
witches and were put to death for their mysterious ways of healing (Bridgman, 2000; Wainer, 
2000a; Wynn, 2000). At the turn of the twentieth century whilst women were accepted to practise 
medicine, university institutions restricted women’s access to education. Society was witnessing 
men as the producers of medicine and deliverers of surgical procedures and predominately women 
as the beneficiaries (Lumby, 2001; Pringle, 1998; Wainer, 2000a). Since women have been 
excluded from its conception, its university courses, its hierarchies and its management, medicine 
lacks women’s input (Bridgman, 2000; Wainer, 2000a). Women hid their femininity in order to be 
considered doctors. Now contradictions exist between women and the profession of medicine 
(Wainer, 2000a). In recent history women have been criticised for their different ways of 
practising as they transgress from male control. Finally, Pringle (1998), Witz (1992) and Lorber 
(1984) wrote important works that critically review the gender equity struggles of women in 
twentieth century medicine.     
 
The second theme in the literature discusses the patriarchal nature of medicine. Medicine as a 
masculine construct characterises the profession as competitive, authoritarian and controlling of 
its members (Shannon & Richards, 2001; Wainer, Bryant, Strasser, Carson, & Stringer, 1999, 
March). Furthermore, the medical profession’s high-status, high-income and community prestige, 
makes rigid professional boundaries; and its positivist paradigm imbues cultural sanctions that 
medical knowledge is important and right and therefore, it is difficult to change (Pringle, 1998; 
Shannon & Richards, 2001; Wainer, 2000b; Wainer, Bryant, Strasser, Carson, & Stringer, 1999, 
March). Pringle’s monograph, Sex and Medicine: Gender, Power and Authority in medicine, 
argued that women GPs occupy a second-class status in the ‘ranks’ of medicine as ‘sub-alterns’. 
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Whilst Pringle (1998) makes no reference to rural general practice, there is evidence in Australian 
literature that rural women GPs sit uncomfortably in the existing patriarchal cultures of rurality 
and rural general practice (Schwarz, 2003, March). This theme I now turn to.  
 
Patriarchal discourses of rural i ty and rural general pract ice 
A major component of the patriarchal discourses within rural general practice is the stereotypical 
view of a “real” rural GP (Carson & Stringer, 1998, August). Expectations inherent in this 
dominant image which appear to differentiate rural medicine as a distinct discipline (Strasser, 
Kamien, Hays, & Carson, 1997) include: longer working hours; performance of a wide range of 
medical procedures; strong focus on on-call work; significant role as a curative specialist and the 
primary source of healthcare in the community; long-term or indefinite stay within the 
community; and consideration of general practice as a vocation (Carson & Stringer, 1998, August; 
Durey, 2004). The masculine discourses in rural practice encapsulate the notion of a traditional 
male-centred model of work. This model “espous(es) a vocational ideology that is ‘heroic’, where 
dedicated doctors work long hours caring for their patients, often spending little time at home” 
(Durey, 2004, p. 166), and have supportive spouses (AIHW, , 2003; Crompton & Le Feuvre, 
2003; Lippert, 2001; Pringle, 1998; Wainer, 2003; Wainer, Bryant, Strasser, Carson, & Stringer, 
1999, March). This definition is used interchangeably with the terms ‘super-doc’ (Wainer, 
Strasser, & Bryant, 2004) or ‘super-doc model’ throughout this thesis. 
 
Studies by researchers supporting interests of female rural GPs argue the importance of gender in 
critical reviews of current policies and initiatives (Wainer, 2004b; Wainer, Bryant, Strasser, 
Carson, & Stringer, 1999, March; Wainer, Strasser, & Bryant, 2005). A concern common in this 
literature is that the super-doc model, described above, continues to underpin workforce estimates 
(Carson & Stringer, 1998, August), work expectations (Roach, 2002), and recruitment/retention 
initiatives in rural general practice (Carson & Stringer, 1998, August; Hirsch, Calcino, & 
Fredericks, 2001; Lippert, 2002; McEwin, 2001; Ozolins, Greenwood, & Beilby, 2001; Schwarz 
& McDonald, 2004, December; Wainer, 2001; Wainer, Bryant, Strasser, Carson, & Stringer, 
1999, March; White & Fergusson, 2001). Considering that rural medicine used to be an almost 
exclusively male, there are scant efforts recognising the differing support needs or practice styles 
of female GPs (McEwin, 2001; Tolhurst & Lippert, 2003) and thus, these initiatives have done 
little to draw out female GPs to rural and remote parts of Australia. 
 
Another dominant theme is the prevailing conservative attitudes in rural communities about the 
role of women. Research by Dempsey (1992), Dallow (1992), Allen (2002), and others 
(Grimshaw, 1986; A. Hughes, 1997; Little & Austin, 1996) clearly indicate that rural ideologies 
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“continue to exert a strong influence on the images and reality” (K.-E. Allen, 2002, p. 40) of rural 
life for women and maintains a dominant, homogenous definition of rural women (K.-E. Allen, 
2002; Haslam MacKenzie, 2003; Teather, 1998). This means that rural women are expected to 
play domestic roles of mother, and wife to partners who are the main bread winners (Dallow, 
1992; Ozolins, Greenwood, & Beilby, 2001), as well as actively participate in community work 
(K.-E. Allen, 2002; Dallow, 1992). This constrains women’s choices and lifestyles (K.-E. Allen, 
2002). The literature notes that if women do not fit into these norms and expectations, they may 
be considered outsiders or marginalised (K.-E. Allen, 2002; Dallow, 1992). In relation to rural 
women GPs, researchers highlight social isolation and loneliness felt by single women (Tolhurst 
& Lippert, 2003; Wainer, 2001) and the difficulties encountered for those who choose not to “get 
involved” or are not locals (K.-E. Allen, 2002; Ozolins, Greenwood, & Beilby, 2001). 
Furthermore, the literature illustrates that rural communities and the rural medical profession have 
a prescriptive view of the roles of a rural GP which is consistant with the super-doc model 
(Ozolins, Greenwood, & Beilby, 2001; Tolhurst & Lippert, 2003; Wainer, 2001; Wainer, Strasser, 
& Bryant, 2005). This expectation collides with the assumption that women fulfil both roles 
without compromise (Lippert, 2001; Ozolins, Greenwood, & Beilby, 2001; Wainer, 2004b).  
 
It is well recognised in the literature that unrealistic community expectations placed on women to 
fulfil the super-doc role, in addition to family roles, create major tensions for female rural GPs. 
Findings from national (Tolhurst & Lippert, 2003) and state-based surveys in Australia (Doyle, 
2003; McEwin, 2001; Roach, 2002; Wainer, 2001; White & Fergusson, 2001) highlight that ‘role 
conflict’ is one of the major issues affecting female rural GPs. This includes problems associated 
with childcare (and on-call work); guilt, emotional/physical exhaustion and burnout (Doyle, 2003) 
associated with competing demands of being a mother and a doctor; and difficulties with blurred 
professional and social lives (Tolhurst & Lippert, 2003). Furthermore, all survey findings 
consistently documented that the most important change for women in rural practice was ‘flexible 
work opportunities’, including part-time and job-share options, as these “enable women to 
balance their multiple roles as doctor, mother, and partner” (Tolhurst & Lippert, 2003, p. 33).   
 
Studies of female rural GPs highlight that professional attitudes and structures overlook and 
undervalue female rural GPs (McEwin, 2001; Parsons, 2000; Pringle, 1998; Tolhurst & Lippert, 
2003; Wainer, 2001). These studies show that female rural GPs are often in part-time, contract 
positions due to family responsibilities, and may not receive maternity leave (Jorgenson, 2000). In 
addition, women also obtain the “tears and smears” or longer psychosocial caseloads. These 
factors combined, often lead to deskilling, poor remuneration, and results in women GPs lacking 
confidence in other areas of medicine and feeling inferior (Doyle, 2003; Pringle, 1998; Tolhurst & 
Lippert, 2003; Wainer, 2001). Furthermore, income is jeopardised by the fact that women have a 
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different practice style to men, but one which group practices are eagerly in demand for (Bryson 
& Warner-Smith, 1998).   
 
The literature identifies a lack of understanding and negative attitudes among male colleagues 
towards the part-time work patterns and differing practice styles of female rural GPs (Tolhurst & 
Lippert, 2003; Wainer, 2004b). Therefore, women GPs are not often involved in management 
decisions which further drives the gender disparity (Sparke, 2000). Furthermore, studies highlight 
that the main cultural factors underlying negative attitudes are: that rural medical practice is seen 
as a “vocation” (Durey, 2004; Tolhurst & Lippert, 2003); that “total-commitment” and “self 
sacrifice” are seen as the norms (Tolhurst & Lippert, 2003); and that one is not a real ‘doctor’ 
unless one works full-time (AMWAC & AIHW, , 1998a). Doyle (2003) outlines areas for change 
as identified by female rural GPs including: changes to the “male dominated culture and 
discrimination”; an “opportunity and acceptance by full-time male GPs that part-time and no on-
call is legitimate medicine”; and an “attitude change around the ‘super docs’ image” such as 
“acceptance of role conflicts and family life” (p. 36).  
 
This section has outlined key features that are part of the dominant values, interests and ideologies 
related to the dominant discourses in rural medicine. As a consequence women “work in an 
environment that suits male GPs and are judged by what they do, [or] not do or against a male 
model of work” (Roach, 2002, p. 8). Current literature therefore, paints a picture that “women 
doctors tend to occupy a second-class status” (Dennerstein, 1989, p. 39) in rural general practice.   
 
MAJOR RECRUITMENT AND RETENTION STUDIES 
Rural general practice 
It is widely documented that recruitment and retention of GPs in rural areas has positive 
correlations to rural background (AMWAC & AIHW, , 1998a; Dunbabin & Levitt, 2003; 
Mitchell, 1994). The Commonwealth Government has implemented numerous initiatives to attract 
and retain rural GPs over the last decade. Many initiatives are based on rural origin and rural 
medical experience (Dunbabin & Levitt, 2003). These include the establishment of Divisions of 
General Practice and Rural Workforce Agencies (Williams, 1997); the establishment of university 
departments of rural health (Humphreys et al., 2000), rural clinical schools (Laven & Wilkinson, 
2003) and rural university clubs (Norington, 1997); increasing enrolment of students with a rural 
background (Dunbabin & Levitt, 2003); funding rural student scholarships and incentives 
(McDonald, Bibby, & Carroll, 2003, March; Norington, 1997); increasing undergraduate and 
postgraduate rural training (Wilkinson, Laven, Pratt, & Beilby, 2003); and offering subsidy 
payments for rural doctors (Hirsch, Calcino, & Fredericks, 2001; Holub & Williams, 1996) 
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including grants for relocation, training, continuing medical education (CME), locum support, 
undergraduate and family support (Holub & Williams, 1996). Some authors are critical of these 
policy interventions because of the lack of evaluation (McDonald, Bibby, & Carroll, 2002; 
Simoens, 2004) and lack of emphasis on retention factors (Hays, Wynd, Vietch, & Crossland, 
2003). Furthermore, despite continued efforts deficiency in rural medical workforce numbers 
remains a deeply entrenched problem.  
 
In addition to these initiatives, a large body of research has been conducted during the past fifteen 
years to examine problems in recruitment, retention (Alexander, 1998; Hays, Veitch, Cheers, & 
Crossland, 1997; Hays, Wynd, Vietch, & Crossland, 2003; Hoyal, 1994; Humphreys, 1999; 
Humphreys et al., 2001; Humphreys, Jones, Jones, & Mara, 2002; J. A. Jones, Humphreys, & 
Adena, 2004; Kamien, 1998; Kamien & Buttfield, 1990a, 1990b; MacIsaac, Snowdon, 
Thompson, & Wilde, 2000; Maher, 2001; Mills, 1998; Pope, Grams, Whiteside, & Kazanjian, , 
1998; Wilde, MacIsaac, & Snowdon, 2001), training (Doolan & Nichols, 1990; Pathman, Steiner, 
Jones, & Konrad, 1999; Thompson, 1997; Wilkinson, Symon, Newbury, & Marley, 2001; Wise, 
Hays, & al., 1992; Worley & Nichols, 2001) and support for rural GPs and their families (Cheney, 
Wilson, & Campbell, 2003, March; Department of Health and Ageing [DHA], 2004b; Wilson & 
Lawrance, 2002). McDonald, Bibby and Carroll (2002) conducted a systematic review of research 
literature on recruitment and retention. The key predictor of rural practice is rural exposure, 
specifically having a rural background and rural medical training (Laven & Wilkinson, 2003; 
McDonald, Bibby, & Carroll, 2002). Other predictors include being older and being male 
(McDonald, Bibby, & Carroll, 2002; Wilkinson, 2000). Significant factors in retention are prior 
rural background (McDonald, Bibby, & Carroll, 2002) and community integration. Hays et al. 
(2003) suggest that ‘stayers’ are “self-reliant individuals with strong community attachments” (p. 
197) and flexible practice arrangements. This substantial body of evidence reiterates common, 
recurring themes in barriers for retention and recruitment in rural areas such as heavy workloads, 
low reimbursements, professional and personal isolation, lack of secondary schooling facilities 
and other community resources, partner’s contentment, lack of privacy and anonymity, medical 
community conflicts, difficulty accessing CME and lack of locum relief (McDonald, Bibby, & 
Carroll, 2002).  
 
The national general practice study conducted by Strasser et al. (1997) detected significant 
differences in preferences and priorities of female rural GPs compared with men (McEwin, 2001; 
Wainer, Strasser, & Bryant, 2005). Following this study, several papers analysed an emerging 
cultural change, among the younger cohort of the rural medical workforce, led by women 
(Wainer, Strasser, & Bryant, 2005). This change identified a need to build gender analysis into 
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rural medical workforce research (Bryant, 1997; Carson & Stringer, 1998, August; McEwin, 
2001; Thompson, 1997; Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March).  
 
Female rural general practi t ioners   
This section provides an overview of current knowledge on women in rural general practice from 
studies by Australian workforce agencies, medical faculties, and international research. An 
increasing body of researchers in this area argues that a clearer understanding of female rural GPs 
is needed and development of gender-specific recruitment and retention initiatives are required to 
take into account differences in work styles, preferences and family concerns of women 
(AMWAC & AIHW, , 1996b; , 1998a; McEwin, 2001; Tolhurst & Lippert, 2003; Wainer, 2003).  
 
Changes in work patterns and practice styles of female rural GPs have significant implications on 
the delivery of rural health services (AMWAC & AIHW, , 1998a; Bryson & Warner-Smith, 
1998). Research has identified key differences of female work patterns to male rural GPs. These 
findings relate to:  
• a younger female workforce, aged predominately in thirties and forties (AMWAC & 
AIHW, , 1998a; Doyle, 2003; Wainer, 2001);  
• women’s cyclical relationship with their careers (Wainer, 2001) and modifications to 
career ambitions in order to accommodate personal and family relationships (AMWAC & 
AIHW, , 1998a); 
• increased participation in part-time work during child-bearing years;  
• women’s main responsibility for care-giving of children (AMAC & AIHW, , 1998a; 
Doyle, 2003; Wainer, 2001); and, 
• women’s greater likelihood to be in a dual professional household and to subordinate their 
career goals to that of their spouse/partner (AMWAC & AIHW, , 1998a; Tolhurst & 
Lippert, 2003; Wainer, 2001).  
AMWAC (AMWAC & AIHW, , 1998a) predicts closer aligned workforce participation rates 
between female and male GPs in future years, due to changes among male doctors towards earlier 
retirement, part-time work, time-out for education, family responsibilities or to pursue other 
interests. However, gender differences have significant implications on the work patterns and 
practice styles of men and women doctors (Britt et al., 1996; Britt et al., 2004; Gjerberg, 2003). 
 
A distinct style of female general practice is identified by literature. Compared to consultations by 
male GPs, women GPs perform consultations that deal with more clinical problems per average 
consultation, are of a psychosocial nature, and cover women’s health including pap smears, 
screening and gynaecology (Britt et al., 1996). The longer and more complex consultations 
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demanded of women GPs (Wainer, 2004b) point to community perceptions that women have 
more time (Pringle, 1998) or have important caring qualities different from men. These include a 
humanistic approach (Pringle, 1998), more interactive communication skills, and more satisfying 
personal involvement with their patients (Pringle, 1998; Strasser, Kamien, Hays, & Carson, 
1997). A common occurrence is that men visit female GPs for social problems, but male GPs for 
more organic problems (Pringle, 1998). Therefore, the role of women GPs in rural practice is 
different from the men’s. Often they are excluded from other types of work due to demand for 
women’s health services and counselling (Tolhurst & Lippert, 2003).   
In Australian rural towns, the under representation of female GPs means rural patients have 
reduced access to the different way that many women practise medicine (McEwin, 2001). Women 
are the greatest users of the health system and rural women are most likely to request a practice 
style that relates to women GPs’ specific skills (Bryson & Warner-Smith, 1998; Warner-Smith, 
2001, March). Their dissatisfaction with GP consultations relates to a paternalistic practice style 
that lacks personalised care, empathy, communication and time to discuss issues of concern 
(Bryson & Warner-Smith, 1998; Pringle, 1998).  
 
The influences for women choosing a rural practice position relates to the culture of how women 
practise medicine. In brief, the links between women’s culture and rural practice are that: 
• Women doctors enjoy country living, the safety and security aspects and are attracted to 
the style of rural practice that unlike their urban counterparts are able to know the patient 
in the context of their family and community. They are able to utilise the biopsychosocial, 
in contrast to the biomedical paradigm, in patient care (McEwin, 2001; Tolhurst & 
Lippert, 2003; Wainer, 2001) 
• Female GPs like the community based approach, the altruistic style of being wanted in 
rural areas, and spending more emotional time with patients (Tolhurst & Lippert, 2003).  
• While the proportion of female GPs remains higher in urbanised areas (AMWAC & 
AIHW, , 1996b), bulk-billing, deskilling and lack of continuity of care in urban practices 
are aspects that women are dissatisfied with (AMWAC, , 2000; Tolhurst & Lippert, 
2003). This may be an incentive for female GPs to take up the benefits of a rural practice 
(Sparke, 2000).     
 
Major concerns in the related literature are the paucity of initiatives to attract women into rural 
medicine (Australian Medical Workforce Advisory Committee [AMWAC], 2000; Doyle, 2003; 
McEwin, 2001; Rourke, Rourke, & Brown, 1996) despite the obvious feminisation occurring in 
the general practice workforce. Many of the interventions perpetuate patriarchal discourses of 
medicine and rurality, in particular the super-doc model of rural practice. Wainer (2001) argues 
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for the need to restructure rural practice to make it possible for women to work in rural areas, as 
well as men. The major disincentives reported in international (Moodley, Barnes, & de Villiers, 
1999; Rourke, Rourke, & Brown, 1996; Tracy, 1999) and Australian literature which account for 
poor representation of women in rural general practice are: personal and professional isolation; 
lack of childcare; workforce demands including pressures to work long hours, after-hours and on-
call; inflexible work arrangements; role conflict; spousal needs; problems accessing CME and 
adequate training; safety concerns; and lack of locum services (Doyle, 2003; Tolhurst, Bell, 
Baker, Talbot, & Cleasby, 1997; Tolhurst & Lippert, 2003) (Rourke, Rourke, & Brown, 1996; 
Tracy, 1999; Wainer, 2001; White & Fergusson, 2001).  
 
In 2003, the Women Doctors’ in Rural Australia report compiled findings from surveys of rural 
and remote female GPs conducted Australia-wide and presented strategies, identified by female 
rural GPs, as necessary to improve recruitment and retention to rural areas (McEwin, 2001; 
Roach, 2002; Wainer, 2001; White & Fergusson, 2001). Key strategies focused on:  
• flexible work opportunities;  
• personal and professional support for GPs and their families; 
• childcare and its increased accessibility;  
• financial incentives including raising awareness of available supports and grants;  
• access to training and CME;  
• attitudes towards female GPs including increased participation in leadership roles;  
• locum provision and funding; 
• rural exposure and attitudes; and,  
• safety. 
Other stakeholders and studies have identified similar priority areas for action (Female Rural 
Doctor Working Group [FRDWG], 2003; Jorgenson, 2000; Kilmartin, Newell, & Line, 2002; 
McEwin, 2001; Wainer, 2001, 2004b).  
 
It is interesting to note that despite the need to improve recruitment and retention strategies, as 
cited above, Doyle (2003) reported that sixty percent of female rural GPs intended to stay in rural 
practice for at least five more years. Tolhurst et al. (1997), Wainer (2001), and Tolhurst and 
Lippert (2003) report similar findings. While previous studies have clearly articulated attractors 
and stressors of rural general practice for female GPs, they provide little insight into how the 
“perspective and experiences of rural doctors” (Hays, Wynd, Vietch, & Crossland, 2003, p. 193) 
influence the willingness of doctors, in particular women GPs, to persevere or change their 
circumstances in order to remain in their rural communities (Hays, Wynd, Vietch, & Crossland, 
2003; Ozolins, Greenwood, & Beilby, 2001; Wainer, Strasser, & Bryant, 2004).  
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While internationally, there is a good understanding about factors related to recruiting doctors to 
rural practice, less is known on how to retain them (Matsumoto, Okayama, Inoue, & Kajii, 2005). 
Adding to this problem, is a dearth of studies relating to long-term stay of female rural GPs. 
Wainer, Strasser and Bryant’s (2004) study begins to understand the effects of gender on 
retention. For both male and female GPs, the investigators reported links between satisfaction and 
contentment, and doctor’s length of stay. Furthermore, Wainer, Strasser and Bryant (2005) 
identified strategies women “use to make rural practice work for them” (p. 6). The study’s 
hypothesis suggests that rural medical research had “muted” the voices of women and has 
“prevented” successful and innovative strategies for sustainable rural practice which women had 
already developed, from “surfacing” (Wainer, Strasser, & Bryant, 2005, p. 6). They found a 
strong association between the strategy, ‘Structure medical practice to reflect the way you want to 
work’, and intended length of stay, particularly for women. It is likely women will stay three 
years longer in rural practice when using this general strategy (Wainer, Strasser, & Bryant, 2005). 
Whilst this study suggests that women are potential change agents at a practitioner level, like 
many studies on rural general practitioners, it is survey-based and lacks a complex understanding 
of the relationship between women and rural practice. Therefore, this thesis builds on previous 
research by focussing on women’s experience of rural practice, from an optimistic viewpoint that 
captures the complex pathways of how women fashion their rural practice to work for them.  
 
IMPLICATIONS OF GENDER CHANGE FOR RURAL MEDICINE 
Increasing feminisation of the medical workforce, whilst seen as a burgeoning “problem” to be 
dealt with, is positive in that it calls for a critical examination of the power structures so firmly a 
part of the medical profession. The radical re-evaluation of women’s role in society has meant 
that contemporary values are well positioned to shift prevalent paternalistic and prescriptive 
behaviours (Pringle, 1998) towards a  “more holistic and emphatic way of treating patient” (Riska 
& Wegar, 1993, p. 77). Dominant discourses are being undercut by a new movement of women 
into the medical arena. Women’s greater representation as doctors, as developers of gender 
studies in university medical curricula, as decision-makers on medical advisory boards that inform 
government action, and as researchers examining the experience of female rural doctors, has put 
demands on policy makers and leaders to look at medical women’s needs and as a consequence 
has exposed conventional assumptions about medical power and privilege (Wainer, 2004a). There 
is evidence that medical patriarchy is deconstructing, whatever the pace (FRDWG, , 2003; 
Jorgenson, 2000; Pringle, 1998; Tolhurst & Lippert, 2003; Wainer, Bryant, & Nobelius, 2002; 
Women in Rural Practice Committee [WIRP], 1998). Developmental work by women to build up 
their cultural capital within medicine (Pringle, 1998) indicates that women are shaping up the 
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rural medical field through for example, AMWAC female medical advisory party, universities 
implementing gender studies into medical courses (Wainer, 2003) and establishment of female 
rural GP working groups and networks at international, national, state, and local levels.  
 
At the same time as women doctors have perhaps become the most valued members as a modern, 
human face of medicine (Pringle, 1998), there is an issue that links gender as a problem to the 
status of medicine. Is it possible that the presence of women doctors lowers the status of medicine 
or de-professionalises it? There are fears that medicine and its global culture of rigid concepts 
about what good practice is may have to be diluted (Pringle, 1998). The likelihood that part-time 
work will increase (AMWAC & AIHW, , 1998a; Wainer, Strasser, & Bryant, 2005) threatens the 
whole constitution of the quality and status of medicine, as less medical time equates to 
debunking its prestige and deconstructing its professional status quo (Lorber, 1993; Pringle, 
1998). As a consequence, there is speculation about the occurrence of occupational segregation or 
other alternative forms of resistance to women doctors. Therefore, the question arises as to how 
efforts by women to restructure rural medicine will fare, given the dominant discourses. The 
literature search uncovered no studies on women as agents of change within the organisational 
culture of rural medicine. So in order to fill this gap, this research will examine the current state of 
play in Australia as women activists attempt to dismantle rural medical patriarchy and pursue 
gender changes.  
 
IMPLICATIONS OF CURRENT RESEARCH  
This review provides a background context of the current themes and trends in research literature, 
and a platform to advance our current understandings beyond what is already known. This 
research draws upon recommendations from female rural GP studies and policies (FRDWG, , 
2003; Jorgenson, 2000; Wainer, 2001; Wainer, Strasser, & Bryant, 2005). 
 
Feminist works have strongly centred on rural communities as areas where women are largely 
marginalised by rural ideology which inscribes their domestic role and perpetuates their public 
involvement (Little & Austin, 1996). There is a dearth of relevant research of the links between 
the rural context, professional women and gender relations. Most have a narrow focus on farming 
households and women in agriculture (Whatmore, Marsden, & Lowe, 1994). At an Australian 
conference convened in the regional city of Wagga Wagga, titled ‘Setting the agenda: Research 
directions for rural women’, the lack of research in this area was highlighted (O'Hagan, Alston, & 
Spriggs, 2003).i 
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Most literature related to rural medical research and rural GP shortages is dominated by 
methodological approaches limited to survey-responses, quantitative designs and a lack of gender 
analysis. Current studies provide an overview of workforce issues, and whilst their survey-based 
quantitative designs reach large samples, they are also more prone to generalisations rather than 
meaningful interpretation; in particular, “the small number of women [in rural medicine] makes it 
difficult for their voice to be heard” (Wainer, Strasser, & Bryant, 2005, p. 2).  
 
Relevant research focussing on female rural general practitioners highlights the pertinence of 
studying women’s experience as separate from men’s. Whilst these studies reveal differences, 
they lack depth of qualitative research. While the qualitative interviews conducted by Tolhurst 
and Lippert (2003) provide a deeper understanding of women’s experiences as rural GPs, they do 
not explore women’s ability to alter the patriarchal nature of rural practice. Wainer (2001) looks 
at those factors women are dissatisfied with and, Tolhurst and Lippert (2003) define a need for 
flexibility and fairness in the experience of rural women doctors. Whilst these studies identified 
positive aspects of rural practice which women enjoy, in the majority there remains a lack of 
optimism and lack of emphasis in research on women’s ability to effect change. In addition, 
female rural GP research has been used to develop significant policies in rural medicine. This has 
set an important background to examine the ways in which women are agents of change at the 
organisational level.  
 
A plethora of recruitment and retention studies have lacked a theoretical approach. Those few 
recent sociological studies, based on contemporary feminist theory have exposed the patriarchal 
nature of medicine (Pringle, 1998). Pringle (1998) produces a positive vision on women’s level of 
influence within the medical profession, however, does not explore the specific context of rural 
general practice. In Australia (and I suspect in other countries), Lippert’s (2001) research is 
unique in that it is the first to study the relationship between the patriarchal nature of medicine 
and rurality with recruitment and retention issues of female rural GPs. Lippert’s (2001) research 
attempts to form links between the male-centred structures of medicine and female rural GPs 
reluctance to take up rural practice.  
 
This thesis significantly extends Lippert’s (2001) current research by shifting the axes on 
women’s position from one which is oppressive to one which opens up the possibility of effecting 
change. As a consequence, this radically shifts our understanding about the existing knowledge of 
female rural general practitioners. This thesis introduces new perspectives about the successes of 
women doctors in rural general practice and in rural medical organisations pressuring for 
structural changes. A key innovation of this thesis is insight into forces of change at both the 
organisational and practitioner levels of the Australian rural medical profession. 
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SUMMARY 
This review has found a lack of studies on gender and rurality in relation to women in the 
professions. To date, studies on rural general practice workforce issues have been insufficient in 
sociological perspectives and many have been tackled in fairly bland marketing terms. Existing 
workforce strategies and initiatives are based on male-dominated rural medicine structures. There 
has been a lack of insight or depth into social constructs about gender, power and patriarchy and 
their relation to the rural medical workforce. This includes examining the more complex 
interrelationships and impacts of socio-cultural factors on women’s experience of rural life and 
practice. This thesis advocates for major change to the rural medical system, rather than tinkering 
on the edges of patriarchal structures, by examining women’s actions at the organisational and 
practitioner level and their influences on restructuring rural medicine. This thesis addresses the 
dearth of research: firstly, by developing a qualitative, sociological study of activists and women 
as rural GPs; secondly, by linking patriarchy, gender and medicine in a rural context; and, thirdly 
by examining the new perspective of how women are active agents of change at both 
organisational and practitioner levels. Therefore, this thesis aims to redress significant problems 
in the current literature by investigating the following research questions.   
 
At the organisational level, I aim to answer these research questions:  
 
•  How has the recent history of medicine affected women’s agency to influence the 
dominant discourses of medicine and rural general practice, and to what extent have 
organisational developments advanced the needs and interests of female rural GPs? 
• What are the current exclusionary strategies that reinforce the dominant masculinist 
discourses in rural medicine? 
• What are the current inclusionary strategies used by women activists to challenge the 
dominant masculinist discourses and advance an agenda for change? 
 
At the practitioner level, I aim to answer these research questions: 
 
• Do women rural GPs contest or conform to the dominant masculinist discourses, and in 
what ways is this evident? 
• What new or alternative discourses have been created by women rural GPs to shape their 
philosophy, practice and work structures? 
• How does rurality provide the setting which enables rural women GPs to create their own 
space articulated as new or alternative discourses? 
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i Rurality as a social construction 
An alternative perspective is to shift the examination and critique of relevant literature from an objective to subjective 
measure of rurality. That is, the way the social construction of rurality impacts on women rural GPs lived experiences as 
gendered subjects. When considering the literature on rural women, I note the strong emphasis rural ideologies have on 
the roles of women and how these maintain their subordinate position, as domestic makers and community workers. I 
also outline how these dominant discourses of rurality impact on rural female GPs. However the literature has scant 
reference to the lives of (urban) professional women as (new) community members of rural towns. I do not elaborate on 
how the social construction of rurality impacts on women in medicine any further, because I see that medicine is largely 
exempt from the ‘norms’ of the rural community. In turn, significant differences exist between different groupings of 
rural women in terms of social, cultural and economic factors (Grace & Lennie, 1998) such as those in medical 
professions and those in agriculture. I do not further examine the rural sociology literature in relation to gender because 
the subject of farming women typically dominate rural sociology literature, and there is a tendency to equate the 
experiences of farm women to all rural women (Grace & Lennie, 1998). For these reasons I examine only those studies 
on female rural GPs to develop a picture of the dominant discourses in the specific context of rural medicine.  
 
The following discussion, inserts this socio-cultural examination of rurality as a social construction into the existing 
literature reveiw. It also outlines what the implications of this extended understanding of ‘rurality’ would have on 
analysis of the findings.  
 
The literature review offers a uni-dimensional view of ‘rurality’. Since my literature search focused on the dominant 
discourses of rurality this emphasised “the rural” as largely homogenous and unchangeable, and therefore at odds with a 
(feminist) post-structural perspective. However, further examination of the socio-cultural literature relating to ‘rurality’ 
would have revealed a less rigid, more complex picture. Over the past ten years, there has been what has been termed a 
‘cultural turn’ in rural social science and the very notion of ‘rurality’ has been opened up to question (Owain Jones, 
1995; Murdoch & Pratt, 1993, 1994; Philo, 1992, 1993) There are numerous studies that have now examined rurality as 
socially constructed – these include the works of Cloke and Perkins (1998), Jones (1997), Little (1999), Bell (2000), 
Little and Panelli (2003), and also include the compiled works edited by Cloke, Doel, Matless, Phillips and Thrift 
(1994), Cloke and Little (1997), Milbourne (1997), Lockie and Bourke (2001). A review of these works illuminates four 
major themes about the social construction of ‘rurality’. These themes include: 
 
• Dominant representations of the rural (in Australia) including: the notion of the ‘rural idyll’ -  a mythical 
construction of rural places as timeless, picturesque, peaceful, safe, close-knit, caring etc.; a dominant image 
of how rural people think and behave (Little, 1999), for example, caste as “backward, simple and 
ignorant”(Bourke & Lockie, 2001, p. 8); the ideology of ‘countrymindedness’ that purports the interests of 
farmers and graziers as interests of all rural people, thereby limiting the multi-dimensional aspects of rural life 
including the views of non-agricultural workers, Aboriginal Australians, women and alternative land-users 
(Aitken, 1985). 
 
• Contemporary debates about rural/urban distinctions. The extent of cultural differences between rural 
and urban spaces is now questioned, considering that the conventional portrayal of rural/urban is related to its 
historical and cultural meanings. For example, the terms gemeinshaft and gesellschaft (Tonnies, 1957) which 
served to maintain a rural/urban dichotomy, are no longer readily associated with rural and urban spaces, 
respectively. The adoption of post-structural theory in rural sociology (Murdoch & Pratt, 1993) has meant that 
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“there has been a blurring of ‘country’ and ‘city’” (Cloke, 1997, p. 368)  and therefore contemporary 
understandings of the category “rurality” is ambiguous, multi-dimensional, socially constructed and difficult 
to define and measure (Bourke & Lockie, 2001; Cloke, 1997).  
 
• Otherness has become a major focus in rural studies and refers to the marginalisation of individuals or groups 
due to their ‘otherness’ in terms of gender, sexuality, age, class and so on. Gender studies have “adopted ‘a 
cultural turn’ to investigate how uneven gender relations and beliefs [are] produced, maintained (and 
sometimes contested)…” (Little & Panelli, 2003, p. 282) within a rural setting . Furthermore, gender research 
on women as ‘other’ has developed more recently to examine how the meanings and constructions of rurality 
impact on identity formation (Little, 1999) and the ways in which their identities are performed and 
negotiated (Little & Panelli, 2003).  
 
• Nature-society relations. The relationship between nature and society is a developing area in rural studies. 
Of particular relevance to this thesis are contemporary strands of research which focus on gender, the rural 
environment and well-being/spirituality (Cloke, 1997; Little & Panelli, 2003). For example, Panelli, Little & 
Kraack (2004) have written about gender and well-being in rural spaces, and demonstrate how rural settings, 
constructed typically as safe spaces, may be challenged by women’s experiences of safety, fear and crime.  
 
If this alternative approach to critique and deconstruct rurality was adopted to analyse the findings, in particular at the 
practitioner level (in Chapter 8), it would include the following implications: (The primary objective of Chapter 8, 
Towards and enabling culture, was to address the research question: How does rurality provide the setting which 
enables rural women GPs to create their own space articulated as new or alternative discourses?)  
 
• In line with the theme of “otherness”, analysis of results would reveal the process by which women as rural 
GPs, actively shape, negotiate and alter discourses and their identities through daily practices in the rural 
context. The impact that rurality has on identity formation would be a major axis in the discussion about the 
practise of slow medicine and enabling features of the rural space.  
 
• “(Positive) values of country life” would be more critically examined in light of the dominant constructions of 
rurality. Also the analysis would centre around why women experience such a ‘sense of belonging’ and 
whether this is linked to their “otherness” in a rural community, in terms of status/identity as doctors, and the 
significance of class in rural areas. Furthermore medical solidarity as a concept would be critically appraised 
as to whether it is about rural people just being kind and caring, or is it more about class and insider/outsider 
identities in a small town.  
 
• Nature-society relations could be more fully examined in terms of links between gender and well-being. In 
particular this analysis would discuss the ways in which women construct the rural environment as a 
rejuvenating space and as a space of agency, and the links to spirituality.  
 
Whilst this alternative analysis would be interesting in terms of expanding our knowledge of the rural sociological 
understandings of rural professional (medical) women, in the main, this discussion would be of no more value in terms 
of the intention of this thesis which was to have an applied outcome: that is to put forward recommendations for policy 
and practice initiatives that focus on improving recruitment and retention of female rural GPs in Australia.   
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Chapter 2 
Theorising change from a feminist poststructural 
perspective 
 
… where there is power there is resistance …  
(Foucault 1978, p. 95) 
OVERVIEW 
This chapter presents the theoretical approach guiding this thesis. I briefly overview the founding 
aims of feminism. I then discuss recent developments within feminist theorising that engage 
poststructural ideas, and the basic tenets of a feminist poststructural perspective relating to 
concepts of agency/structure, gender, power, resistance and change. Next, I outline what a 
feminist poststructural analysis in this research entails: firstly, by canvassing the ideas of feminist 
writers who have influenced my thinking about women in the male-dominated organisation of 
medicine and, secondly by adapting their theoretical frameworks to understand and critique 
concepts of resistance and change in rural general practice. Finally, I articulate why theorising 
change from a broad feminist poststructural perspective is appropriate for this study. 
 
FEMINIST THEORY 
Feminism, as a broad social and political movement, is concerned with women and committed to 
improving women’s position in society by challenging gender inequalities (Abbott & Wallace, 
1997). Although there are many feminist versions of social theory today, feminist perspectives 
first developed in the 1960s as a result of the lack of gender analysis in traditional explanations of 
society (Abbott & Wallace, 1997). Most sociological perspectives developed in the absence of 
studying women’s experience and often reflected sexist assumptions about women’s role in 
society (Germov, 2002b). In response, feminists highlighted and contested women’s subordinate 
positions through gendered research to understand and validate women’s experience (Wearing, 
1996). Feminist research generated new knowledge that, for example, freed women’s behaviours 
as pathological states, and argued that the social structure of society is patriarchal and reflects 
sexist values and maintains male privilege (Abbott & Wallace, 1997; S. Jackson & Scott, 2002; 
Wearing, 1996).   
 
Such feminist arguments challenged the masculinist construction of knowledge, and refuted the 
claim that a truly objective and value-free understanding of the complexities of human behaviour 
is possible (Lather, 1991; Moore & Looser, 1993). Rather, “knowledge production and 
legitimation are historically and structurally located” (Lather, 1991, p. 72) and needs to change 
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with time. The pluralist nature of feminist thought, its ongoing debates and fluidity of knowing 
are vital in a rapidly changing society, and like Harding (1987a) I consider shifts in feminist 
thought as “a valuable safeguard” (p. 187) to becoming complacent in research.  
 
Despite the diverse array of feminist approaches to social change for women, what all feminist 
research aims to do is to “put the social construction of gender at the centre of one’s inquiry” and 
“see gender as a basic organizing principle which profoundly shapes/mediates the concrete 
conditions of our lives” (Lather, 1991, p. 71). Whilst this thesis applies the branch of feminism 
least understood and heavily debated in contemporary feminist thought, it offers the possibility to 
destabilise patriarchal power and view women as active agents of change (Pringle, 1995). Using a 
broad feminist poststructural approach allows for significant key concepts of the research (ie. 
gender relations, agency/ structure, power/resistance and change) to be addressed in relation to the 
context of challenging the male-dominated culture within rurality and the medical profession. The 
next section provides the rationale for adopting this interpretive lens for social inquiry.  
 
A FEMINIST POSTSTRUCTURALIST APPROACH 
Poststructural feminists have criticised early feminists’ works for its limited ability to respond to 
the interests of all women, rather, it has generalised women as a homogenous group. The 
poststructuralist critique questions that such universalist ideals can offer a full, correct or true 
account of women’s lives, considering the diversity in the experiences of women across various 
contexts (C. Hughes, 2002; Moore & Looser, 1993). In feminist poststructuralism, the concept of 
‘women’ is no longer understood as a unified whole but as a multiple and constantly shifting 
identity (Hughes, 2002). This has seen to challenge feminism’s politics of emancipation - as the 
argument goes: “If ‘woman’ ceases to exist, who are we fighting for?”(Hughes, 2002, p.58, see 
also Moore & Looser, 1993; Weedon 1997). However, I see that poststructural thinking extends 
feminist theorizing as “progress away from…universalist ideals and towards more sophisticated 
understandings” (C. Hughes, 2002, p. 58) of the concepts ‘woman’ and ‘patriarchy’ which 
provide feminists with the theoretical foundation for change (Baxter, 2002; C. Hughes, 2002; 
Wicks, 2002). Baxter (2002) supports this view and sees it as “odd” that “this very complexity 
should be felt to undermine rather, than strengthen the feminist argument” (p. 9).  
 
Poststructuralism is an interpretive philosophy, developed from and within critical social theory 
and is closely associated with discourse theory and deconstruction (Cheek, 2000; Powers, 2001; 
Weedon 1987). Although ‘poststructuralism’ is a highly contested term that values “plurality, 
fragmentation and multivocality” (Cheek, 2000, p. 40) and covers a range of theoretical positions, 
there are several key tenets that poststructuralists and feminists share. These are that: no grand 
Part 1 Ch 2 Theorising change 
30 
theory can claim to offer truth or objectivity; and that knowledge is not value neutral at all, but 
rather serves as ideology, is deeply political and legitimises and reinforces the current hegemonic 
structures (Powers, 2001). For example, feminists using deconstructive methods have critiqued 
‘male-stream theory’ as being organised in the interests of men, and not as was often claimed for 
universal human interests (Sargent, Nilan, & Winter, 1997). Feminist poststructuralists assert that 
what seems to be certain ‘truths’ are actually ideologies of our time and culture. Poststructural 
approaches thus, urge us to challenge our way of thinking about the world in new and risky ways 
that contest the authoritative voice of science, knowledge and power (Davis, 1998). Feminist 
works are similar in this way in giving voice to the marginalised and making central their issues, 
whilst critiquing the dominant group.   
 
A feminist poststructuralist approach is useful to examine the ways in which “patriarchal power 
relations” can be challenged (Weedon 1997, p. 171). Recent developments within sociology in 
general and feminist theory in particular have led to a shift in focus away from structure (to the 
extent that it shapes people’s lives) towards agency and resistance. In broad sociological terms, 
(social) structure refers to “the recurring patterns of social interaction through which people are 
related to each other such as social institutions and social groups” (Germov, 2002b, p. 31). Agency 
refers to the “ability of people to individually or collectively influence their own lives and the 
society in which they live” (Germov, 2002b, p. 31). This study attempts to balance the elements 
of agency and structure, both by viewing women as influential agents and by recognising the 
significance that social structures have on influencing individual choice or action. The feminist 
poststructural focus on the connections between social structure and the individual concurs with 
this objective (C. Hughes, 2002; Tisdell, 1998). Here the aim of poststructural thought is to break 
away from limited binary oppositions such as macro-micro, individual-society, men/masculinity-
women/femininity (Grbich, 1999; Moore & Looser, 1993) and provide a fresh and more adequate 
analysis “more in line with the actual reality of society and social life” (Layder, 1994, p. 91) by 
bringing the two pairs together where they sit in simultaneous relation to each other (Hughes, 
2002; Tisdell, 1998).  
 
The interplay between the macro-micro and individual-society; and how women use their agency 
to mediate, resist, transform the “patriarchal order of meaning” (Weedon 1997, p. 172) are two 
central issues, more fully explored later in this chapter. This section continues to identify the 
usefulness of a poststructural approach to feminist research, and theoretical underpinnings of 
feminist poststructuralism.  
 
Feminists’ works informed by a poststructural approach critique meta-narratives of patriarchy, 
oppression and domination presented in early feminist theories and understand such concepts as 
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historically located and socially constructed and therefore, capable of change. For this reason 
many feminist poststructuralists appear to have rejected the term ‘patriarchy’. However, others 
such as Weedon (1987, 1997) and Alston (2000) in my opinion have sensibly not thrown out the 
concept. For example, in Feminist practice and poststructuralist theory, Weedon (1997) states 
that a poststructural perspective provides useful tools to fulfil one of the key aims of feminism as 
a movement: to transform “patriarchy in all its forms” (p. 171). Like Weedon, I use the term 
‘patriarchy’ because it maintains the common link between all the different forms of feminisms, 
and more importantly so that “we do not lose sight of the [gendered] power relations” (Walby, 
1997, p. 48) of the social world. In this thesis, the concept of ‘patriarchy’ is understood as a 
dominant discourse that both shapes and mediates the hierarchical gender relations in our society. 
However, whilst I acknowledge the durable nature of the term (ie. seeing it as a prevailing 
discourse), in line with poststructuralist thinking, I do not view patriarchy as immutable and look 
to how it may be transformed.  
 
I take Weedon’s (1987) pragmatic approach to poststructuralism and “focus on the particular 
poststructuralist theories which are seen as most useful…to meet feminist needs” (p. 20–21). 
Weedon (1987) identifies a theory as useful for feminist practice if it “can address how social 
power is exercised and how social relations of gender …might be transformed” (p. 20). This is 
particularly relevant given the emancipatory aims of this thesis to chart the progress towards 
change for women in the male dominant culture of rural medicine at two levels of analysis: at the 
institutional level and the individual level of rural general practice. Therefore, I adopt Weedon’s 
(1987) definition of feminist poststructuralism as “a mode of knowledge production which uses 
poststructuralist theories of language, subjectivity, social process and institutions to understand 
existing power relations and to identify areas and strategies for change” (p. 40–41).   
 
Central to a poststructural feminist approach are the key concepts of language, discourse, 
subjectivity, agency, power/resistance. In the following pages I explain these theoretical concepts 
and show how they interrelate, from the work of Weedon (1987, 1997) and other (current) 
feminist poststructural authors (Blackmore, 1999; Butler, 1992; Cheek & Rudge, 1995; Davies, 
1991, 2004; Hardin, 2001, 2003; Rimmer, 2002; St Pierre, 2000). 
 
Language 
Language plays an important role in shaping how we know (Hughes, 2002). Language is a system 
of meanings that includes our talk, rules, thoughts and writings that organise our cultural practices 
and people’s representations and understandings of the world (Rimmer, 2002; J. Scott, 1988). As 
meanings are seen to be socially produced within language, they are never fixed and hence open 
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to challenge and redefinition (Weedon, 1987). Language is thus, a place of constant struggle over 
meaning (Grace & Lennie, 1998; Weedon 1987). A poststructural analysis is therefore, able to 
take the everyday, taken for granted meanings of reality to new possibilities (Cheek, 2000; 
Rimmer, 2002; St Pierre, 2000; Weedon 1987). 
 
Of central interest for feminist writers using a poststructuralist approach, has been questioning the 
location of social meanings in relation to women’s lives. This is done by way of drawing attention 
to “what these meaning-making processes reveal about the nature of power” (Rimmer, 2002, p. 
79) and its implications for women and feminisms (Weedon, 1987; St Pierre, 2000). For example, 
viewing gender differences and gender inequalities as socially constructed, rather than ‘natural,’ 
feminist poststructuralists can look for how such social relations may be reconstructed with a 
view to emancipation (Waters, 1994, p. 285).  
 
Subject ivi ty 
Subjectivity is expressed within language. Individuals make sense of the world and the self 
through subjectivity – that is our “conscious and unconscious thoughts and emotions” (Weedon, 
1987, p. 32). Unlike earlier social understandings (such as humanism) that sees the individual as 
being “unique, fixed and coherent” (Weedon, 1987, p. 32), our sense of self in poststructural 
thinking is viewed as socially and culturally produced and reproduced in our everyday lives 
through language. Of importance for feminist research is the concept of ‘gendered subjectivity’ or 
the ‘embodied self’: that is the way women construct a sense of self in bodies that are gendered 
(Seibold, 2000; Weedon 1997); and how being gendered constrains or privileges the individual’s 
agency (Grace & Lennie, 1998; Hughes, 2002; Weedon, 1997). 
  
Poststructuralists view subjectivity as “precarious, contradictory and in process of constantly 
being reconstituted in discourse each time we think or speak” (Weedon, 1987, p. 32–33). That is, 
like language, the individual is always a site of conflict, in terms of the possible (and 
contradictory) ways we understand ourselves and the actions we take in the world (Weedon, 
1987). Though individuals may appear to ‘choose’ to act autonomously in their lives, this is not in 
isolation from the constitutive forces of (what is referred to in poststructuralist thinking as) 
discourses located within and between the individual and social structures (Blackmore, 1999; 
Davies & Harre, 1990; Hardin, 2003).  
 
Discourse 
Discourses are “broad social, cultural, and historical systems of meanings” (Hardin, 2001, p. 14). 
Discourse is a useful concept to link the macro with the micro (Blackmore, 1999), as it “is seen as 
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part of a wider network of power relations which have important implications for the construction 
of [individual] identity” (Grace & Lennie 1998, p. 52). The two levels of analysis in this research, 
both at the organisational and practitioner levels, reflect the macro and micro relationship 
mentioned above. Discourses operate within particular institutions such as medicine and also 
globally and locally within cultural and social practices (Blackmore, 1999). Discourses intervene 
at the personal level by “regulat[ing] how we understand who we are, as well as how we 
understand our limits and possibilities in the social order” (Kelly, 1993, p. 10). However, 
discourses are understood as far from fixed, rather discourses are multiple and contradictory 
(Weedon, 1987, 1997). Feminist poststructuralists locate discourses as ‘historically specific’- that 
is they are situated within a particular context of time and place and thus, are always sites for 
competing ways of giving meaning to the world. As a consequence discourses are “constantly 
vying for power and status” (Weedon, 1987, p. 41). In any society, there are some discourses that 
are dominant (such as medicine, patriarchy) whilst others are repressed (eg. alternatives that seek 
to represent a more inclusive or diverse viewpoint). The most powerful discourses are located 
within firm institutional bases such as medicine and agriculture (see Alston, 2000; Liepins, 1998a; 
Liepins, 1998b) and reflect particular values and (political and gendered) interests (Weedon, 
1987). For example, gender relations in rural studies literature provides ample evidence of the 
gendered discourses in agriculture, which maintain constructions of ‘hegemonic masculinity’ 
closely linked to physically strong men, in terms of strength and skills, both as farmers and as 
politically powerful leaders in agriculture (Liepins, 1998a). These sorts of gendered dominant 
discourses are maintained in society because of their “capacity to impart legitimate meanings 
while subjugating the meanings of other groups” (Blackmore, 1999, p. 16; see also Kelly, 1993). 
 
Discourses can have a disciplinary effect on the individual within a given institution without 
direct intention, and without “the rules of practice directly articulated to them” (Biklen, 1995, p. 
81). Thus, the power of a dominant discourse ‘institutionalises’ ways of seeing and behaving, and 
has the ability to close off possibilities. This means that a discourse as a ready made way of 
thinking can censor and regulate our lives by its limitations, ideologies and subject positions; can 
rule out alternative ways of thinking; and hence preserve a particular distribution of power 
(Abercrombie, Hill, & Turner, 1994; Rimmer, 2002).   
 
Part of a feminist poststructural analysis here focuses on disrupting and displacing oppressive 
knowledges (Gavey, 1989). Here research questions are not about the discovery of ‘truth’ but how 
discourses come to dominate and be accepted as ‘normal’; and why alternative ways are absent, 
marginalised or suppressed (Cheek, 2000; Cheek & Rudge, 1995; Hardin, 2001). Weedon (1987) 
reminds us that even dominant discourses are open to constant challenge and redefinition. 
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Agency 
Agency is “the process of choosing or not choosing what one does in his or her life” (Hardin, 
2001, p. 13). Feminist poststructuralists challenge the assumption that individuals are ‘free acting 
agents’ and recognise that the individual’s capacity to make decisions about how to think, talk and 
act in the world is always contingent on the availability of discourses we are exposed to (Davies, 
2004; Hardin, 2001; Weedon 1997).   
 
Agency has become a central concept in recent feminist works (McNay, 2000), and gender in 
rural studies literature discussing women’s capacity to take political action, particularly as it 
relates to agricultural politics (Liepins, 1998a). The relationship between structure and agency is 
now addressed, as it is the central thread of this thesis to articulate how women rural GPs located 
within the dominant discourses of medicine can be agents of change. Thus, an intention of the 
thesis is to show how social structures and agency are interwoven.  
 
Discourses can both “constrain and shape possibilities for action, and therefore, have the capacity 
to be both emancipatory and repressive” (Sawicki, 1991, p. 17; see also Gavey, 1989). Individuals 
may choose to ‘position’ themselves within discursive systems in multiple ways (Sawicki, 1991). 
The positions open to individuals vary in their power they offer to individuals (Cheek & Rudge, 
1995; Gavey, 1989). Some feminist poststructuralists acknowledge that individual choice is often 
no choice at all when we consider the disciplining effect of discourse (Rimmer, 2002). Dominant 
discourses appear ‘natural’ and appeal to common-sense, thus, become normal ways of seeing and 
acting in the world. These normalising discourses are unlikely to be questioned by the individual 
as to ‘how they came to subscribe to what is, or is not considered ‘normal’ (Hardin, 2001, p. 17). 
Alternative discourses certainly have less power accruing to them (Cheek & Rudge, 1995; Gavey, 
1989; St Pierre, 2000). In summary, the individual is a site of battle over the subjectivity. Though 
the individual can choose from a range of subject positions they are simultaneously “subjected to 
the regime of meaning of a particular discourse and enabled to act accordingly” (Weedon, 1987, 
p. 34). This two-way process has been termed as feminist poststructuralists “double move” (St 
Pierre, 2000, p. 502).  
 
So where is the agency of the subject in a feminist poststructuralist approach? There are two key 
issues that inform this understanding. Firstly, as discussed above, there are no fixed meanings of 
subjectivity (like language or discourse). Rather, it is a site of battle for power over identity 
formation, in which meaning is constantly redefined through discourse (Cheek & Rudge, 1995). 
Therefore, the possibility of change is endless. Secondly, individuals are not passive but active 
(Gavey, 1989). Individuals are positioned as: 
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A thinking, feeling, subject and social agent; able to reflect upon the discursive relations which constitute 
her and the society in which she lives; capable of resistance and innovation; and able to choose from a 
number of available options. (Rimmer, 2002, p. 81, following Weedon, 1987) 
 
In short, “[t]o be constituted by discourses is not to be determined by discourse” (Blackmore, 
1999, p. 17). In Liepin’s (1998a) discussion of how farming women move to position themselves 
as agricultural activists, she notes that it is a “political choice” of choosing between multiple 
subject positions, encompassing for example, their personal, farm and community relations. The 
emphasis, in relation to agency, is that people are both self-aware and self-reflective, so the extent 
that they take-up, align or go beyond the meaning of any one discourse to forge something new, 
determines the extent to which new possibilities of being, thinking and behaving are captured 
(Davies, 1991; Hardin, 2001). Davies (1991, 2004) works are about the “power of 
poststructuralist theory to generate new forms” (Davies 2004, p. 2) of agency. She affirms that 
agency is about this capacity to reflect on one’s positioning and to “resist, subvert and change the 
discourses themselves through which one is being constituted” (Davies, 2004, p. 3). Agency is 
thus, about the freedom of access to a position in which the individual “has the right to speak and 
be heard” and to “be the author of their own multiple meanings and desires”. This moves the 
individual’s creativity to imagine “not what is, but what might be” (Davies, 1991, p. 51).  
 
Agency comes from the freedom to recognise that discourses have “multiple readings”, producing 
diverse effects, “so that no discursive practice, or positioning within it by powerful others, can 
capture or control one’s identity” (Davies, 2004, p. 4). The notion of ‘positioning’ defines the way 
in which discourses not only constitute the self but are the medium through which new positions 
may be negotiated (Davies & Harre, 1990). Pratt (2004), a feminist geographer, sees that to have 
the capacity to recognise multiple readings (Davies, 2004), is to have the opportunity to move in 
and between various discourses and realise their contradictions. This may then open up points of 
resistance, giving the individual agency to change. Pratt (2004) views the concept of agency in 
more concrete, practical terms. She sees that if we understand discourse “as situated practices 
produced in particular places,” (p. 20) we can understand how moving through places may 
involve moving between discourses, and is one way individuals “become aware of the 
contradictions between discourses” (Pratt, 2004, p. 20). This idea of spatialising discourses can be 
related to the practice of consciousness-raising for women (Weedon, 1987). Where women find a 
move to a space in which they collectively discuss their personal problems and inadequacies, an 
alternative frame of reference in which to view her individual experience emerges. This moves 
her ‘positioning’ beyond a discourse of personal failings, to one which recognises that her 
experiences are socially produced conflicts and contradictions shared by many women. This 
process of discovery leads to a rewriting of her positioning, in terms which give it social, 
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changeable causes (Weedon, 1987). We have the capacity to re-position ourselves and to act as 
agents who are constantly redefining our realities, not by standing outside social structure and 
process but by reworking the very conventions by which we are enabled (Butler, 1992; Davies, 
2004).  
  
Power/Resistance 
Building a poststructural perspective into feminist thought results in a transition of thinking about 
the view that patriarchal structures determines women’s oppression to one that emphasises the 
more fluid and local contexts in which gender and power operate (Pringle, 1995; Wicks, 2002). 
Further, Weedon (1987) argues that poststructural thinking offers greater explanatory power to 
conceptualise a “range of possible ‘normal’ subject positions open to women” (p. 19). For this 
reason feminist poststructuralists have embraced Foucauldian theory because it challenges fixed 
notions of power and provides a theoretical platform for deconstructing and transforming 
patriarchal discourses in contemporary society (Alston, 2000; Arslanian-Engoren, 2002).  
 
Whilst feminist poststructuralists have recently used Foucault’s concepts of power (rather than a 
Marxist approach) there are some tensions with Foucault’s gender blindness, in particular as it 
relates to his analysis of gender, agency and power (see A. Allen, 1999; Diamond & Quinby, 
1988; Harstock, 1990). One of the major differences which are problematic for feminists using 
Foucault’s work is his failure to acknowledge the construction of gender in his discussion of the 
sexual body as neutral, and by way of extension, an underlying assumption of bodies of 
knowledge as sexually neutral. Such significant distinctions between the political positionings of 
feminist poststructural thought and Foucauldian theory must be acknowledged, however other 
significant commonalities are useful to situate women as agents of change.  
 
Whilst power relations are embedded in all social practices and discourses (Lennie, 2002) power 
“is not an institution, nor a structure, nor a possession” (Foucault, 1977, p. 13), rather, the concept 
of power through a feminist poststructural lens “is a name [we give] to a complex, strategic 
situation in a particular society” (Foucault, 1977, p. 13). Power here is primarily productive, 
useful and enabling, rather than “negative, repressive, and related to domination and control” (St 
Pierre, 2000, p. 49; see also Blackmore 1999; Lennie, 2002; Weedon, 1987). Such a view of 
power means feminists do not consider men’s domination of women, or of anything else, as an 
unchanging basis through which social injustices are mediated. Instead this view recognises that 
relations of power are complex and shifting and is (re)worked through language, subjectivity and 
discourse (MacKenzie, 1992). The emphasis is thus, to view women not as ‘oppressed’ but to 
shed light on the relationship between social structure and individual consciousness, to seek to 
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highlight the transformative process through which women position the self in oppositional ways 
to dominant discourses (Baxter, 2002; Blackmore, 1999; Francis, 2000; Lather, 1991). For 
example, Liepins (1998a) analysis of the agricultural industry suggests that despite the dominant 
cultural constructions of masculinity and femininity that maintain and (re)produce the uneven 
gendered power relations, there are clear examples of men and women creating new discourses 
that provide alternative meanings to these dominant narratives (Whilst uptake of these new 
discourses is gradual, they do enable different discourses “to be imagined, circulated and 
adopted…”(p. 385).  
 
McKenzie (1992) argues that “we are never outside of power” (p. 695). Such a perspective 
recognises that “where there is power there is resistance” (Foucault, 1978, p. 95), so what “may 
seem necessary or set in stone hardly ever is” (St Pierre, 2000, p. 493). By letting go of fixed 
meanings that become commonplace in everyday, concrete practices, that tend to define and limit 
us, we begin to understand that people “are much freer than they feel” (St Pierre, 2000, p. 493, 
citing Foucault). I draw on Alston’s view of power/resistance which gives women agency for 
change in hierarchical and gendered organisations. Further, Alston’s (2000) multi-centred concept 
of power/ resistance provides a framework for thinking about the connections between local and 
daily practices of power/resistance with the broader systematic nodes of domination (such as 
patriarchy) (Blackmore, 1999).  
 
Power is always open to challenge and because power is multilayered and circular, women can find 
multiple points on which to focus their resistance to their subordinate position. Thus the concept of 
patriarchy and patriarchal discourse is open to challenge at both macro and micro levels. Within their 
personal lives and in the broader public context, women can negotiate changed relations in their gender 
regime [ie. individual lives] and begin creating an alternative discourse which understands and incorporates 
the experience of women within a framework outside the dominant discourse and articulated as a voice of 
resistance. (Alston, 2000, p. 43) 
 
Here resistance is local, constant and occurs through daily, ongoing practices such as “rebelling 
against how we are being constituted and constituting ourselves as subjects” (St Pierre, 2000, p. 
492). Resistance, in turn can create changes that are capable of disrupting hegemonic discourses, 
even so far “as overwriting or eclipsing them” (Davies, 2004, p. 4). In doing so, women’s 
knowledge may be incorporated into the dominant discourses (Alston, 2000). In the context of 
women in medicine, it brings encouragement to view the small incremental attempts of resistance 
and micro-tactics of the apparently powerless, as important sites in agitating for change that may 
eventually lead to bigger structural changes (Pringle, 1998).  
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Whilst some feminist writers highlight uneasy tensions between the concepts contained within the 
categories of poststructuralism and feminism (St Pierre, 2000), I agree with Weedon (1987, 1997) 
and other feminists who have demonstrated the strong connections between the two bodies of 
thought. Further supporting their works, this section has argued that a poststructural imagination 
allows feminists to challenge the notion of fixed meanings; a unified subjectivity; and central 
theories of power. Therefore, it offers feminist researchers new ways to critique taken-for-granted 
practices and for working on social change and emancipation (Arslanian-Engoren, 2002; Baxter, 
2002). In summary, the work by Grace and Lennie (1998) on rural women in Australia, gives 
practical meaning to the feminist poststructural framework informing this thesis:  
• “Language is a site of struggle over meaning”; 
• Gender is “socially constructed”; 
• Some discourses are dominant while others are suppressed, “depending on the contexts 
and power relations enacted in those contexts”;  
• “Relations of power are enacted and contested in social actions”; 
• “The way in which discourses constitute people is seen as part of a wider network of 
power relations which have important implications for the construction of identity” (p. 
352). 
The next section is a detailed overview of the concepts, tools and other studies which inform the 
approach taken to conduct a feminist poststructural analysis in this research.  
  
A FEMINIST POSTSTRUCTURAL ANALYSIS 
A feminist poststructural analysis, for feminist research allows us to understand the complexity of 
gender power relations; to investigate how dominant values and knowledges are produced and 
maintained over-time; and challenges us to illustrate the gaps, silences and ambiguities in 
discourses (Baxter, 2002; Lennie, 1999). It is used as a “cutting tool” (Zeeman, Poggenpoel, 
Myburgh, & van der Linde, 2002, p. 102, following Foucault) to interrogate and destabilise taken 
for granted ‘truths’ (ie. dominant discourses), that allows spaces of resistance to emerge “where 
alternative voices and interpretations of reality can speak” (Lennie, 1999, p. 101; see also 
Weedon, 1987). Weedon (1987) reminds us that to analyse discourses from a feminist 
perspective, we must pay attention to the social and institutional contexts of language, subjectivity 
and discourse “in order to address the power relations of everyday life” (p. 27). That is to consider 
how the macro-level is interlinked with the micro-level. The following pages canvass the ideas of 
feminist writers who have informed the ‘approach’ taken to conduct a feminist poststructural 
analysis in this research.   
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The key works of feminist writers, Rosemary Pringle (1998), Anne Witz (1992), Margaret Alston 
(2000) and Amanda Sinclair (1998) make striking arguments about women and agency within the 
male dominated organisations of medicine, farming and management. Whilst they do not all write 
from a feminist-poststructural perspective (in particular, Alston and Sinclair), they have 
undertaken pioneering research in Australia on gender relations and the concept of ‘women as 
agents of change’ which are central to this thesis. Their works complement a feminist-
poststructural analysis because of these authors’ contentions that women are located within the 
discursive practices of society and have the capacity to move to positions, relations and 
opportunities for action. Key themes explored in their work include women, leadership, 
(professional) organisational cultures and relations of gender and power. They acknowledge that 
organisations are profoundly gendered and within them are sites for gender negotiation and 
struggle. What is interesting is how they locate women within the integrations of these subjects. 
Rather than dwelling on how women are oppressed/restricted within their 
organisations/professions by a masculinised culture, these researchers seek to position women as 
active agents of change. In a more positive light, they look at the ways women can enact change 
within their gendered organisations. They argue that it is possible for women to reposition 
themselves in relation to their profession, gender relations and the male cultures in which they 
work.  
 
Pringle (1998) uses a deconstructive approach to challenge some major feminist assumptions 
suggesting the concept of patriarchy is more of an obstacle than an aid to understanding specific 
operations of power. Pringle (1998) states: 
 
Social scientists have been attacking the pretensions of medicine and the professions for a long time while 
denying the force of their own criticisms. They continue to write as if nothing has changed.  What if it can 
be shown that, after a century of marginalisation and downright hostility, women are having a major impact 
on medicine? It would be difficult to go on conceptualising medicine as the linchpin of patriarchy or to 
assume western cultures are still patriarchal in a systemic sense… Rather than dwelling on the [ongoing] 
realities of male [medical] power I can point towards its vulnerabilities and cracks. (p. 3) 
 
In the context of medicine, the way power is socially constructed to privilege patriarchal 
structures and strategies, is crucial in understanding how masculine discourses have come to 
dominate and shape medicine as a tightly bound profession that has acted to limit women’s 
participation. This perspective offers an important site for challenge (Alston, 2000). Pringle’s 
perspective moves on from earlier feminist approaches which emphasise the overwhelming power 
of social structure, and introduces the newer feminist concepts of how women are active agents of 
change (Alston, 2000; Rimmer, 2002; Weedon, 1987). As Pringle (1998) re-iterates, “[t]he  
presence of women doctors points to the need for a rethinking of many conventional assumptions 
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about medical power and privilege, the operations of medical ‘fields’, the status of the 
professions, of ‘patriarchy’ and gender inequality” (p. 3). Furthermore, in the context of 
‘discourse’, Alston (2000) sees the positioning of women not as “helpless victims” of hierarchical 
and gendered power relations, but as “key agents for change” (p. 48).  
 
Applying a feminist poststructuralist analysis to this study means moving beyond the 
conventional assumptions about ‘patriarchy’ (S. Jackson & Scott, 2002; Pringle, 1995, 1998). The 
concept of patriarchy, as a social system of male dominance (Pringle, 1995; Jackson & Scott, 
2002), is less widely used because it gives the term an unchangeable, monolithic standing 
(Pringle, 1995). Rather, poststructural ideas such as Pringle’s (1995, 1998) suggest that “strategies 
of power are of more importance than structures set in concrete” (1998, p. 43). Therefore, this 
thesis moves beyond the concept of patriarchy, in its systemic sense (Pringle, 1995), to an 
understanding that the gendered ordered power relations between men and women have been 
socially and historically shaped by the hegemony of patriarchal discourses (Gibson-Graham, 
1995). The term ‘patriarchal’ and ‘patriarchal discourse(s)’ are preferred term to ‘patriarchy’ as 
a means to destabilise its fixed meaning when used as a noun (Pringle, 1995). It is understood that 
operations of gender power occur both at the macro and micro levels (Connell, 1987). These 
gendered power relations at the macro-level are termed by Connell (1987) as the gender order. 
And the gender regime describes gender politics at the micro level, experienced by the individual 
in daily aspects of her life, such as the home, workplace and community. Alston (2000) asserts 
that using the distinction between these two terms, shows how it is possible to see “that women 
may have little experience of subordination in their day-to-day lives, and, yet, women in the wider 
society remain disadvantaged in their access to power and privilege” (p. 38). In line with feminist 
poststructuralist thought, this acknowledges the multiplicity of women’s lives, and how 
patriarchal discourses are historically located and pervasive. These definitions of ‘patriarchy’, 
‘patriarchal discourses’, ‘gender order’ and ‘gender regime’ are used throughout the thesis.  
 
In Professions and Patriarchy, Witz (1992) examines the professionalisation of medicine, its 
ability to set up boundaries and maintain occupational closure via professional projects. For 
instance, Parry and Parry (1976) identified the medical profession as a closed world in terms of 
gender and class, such that doctors were predominantly male and upper middle class. Other 
sociologists also assert that the ‘professionalisation’ of an occupation is a gendered term, and is 
closely related to masculinised definitions of leadership and management, skill, expertise and 
merit (Blackmore, 1990; Witz, 1992). Witz (1992) explores the gendered dimensions of the 
professions, where traditionally this was neglected. Her work (1992) highlights the capacity of 
women as well as men “to engage in professional projects” (Witz, 1992, p. 37). Witz (1992) 
emphasises the more fluid and fragmented nature in which gender and power operates. Here 
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women’s actions are viewed in poststructural terms which make visible “the fact that there is 
nothing inevitable about the relative positioning of women” (Witz, 2002, p. 131), rather through 
female professional projects “relations of dominance and subordination are contested” (Witz, 
2002, p. 131). Women are thus seen in patriarchal professions as agents of change.  
 
Discursive pract ices in rural medicine: Gendered strategies of inclusion 
and exclusion 
Witz’s (1992) analysis of the discursive gendered practices in professional occupations provides a 
framework for this thesis to explore the strategies men use to exclude women in the medical 
profession and the counter-strategies women use to contest such exclusion. In effect this 
framework makes visible the way women act as agents of change in their profession against 
dominant patriarchal discourses inscribed through exclusionary strategies. Witz (1992), following 
Parkin (1974, 1979), uses the terms inclusionary and exclusionary practices, which are defined 
below.  
 
Exclusionary strategies involve the downward exercise of power by the dominant group in the 
profession to secure, maintain and enhance their privileged positions and control access to 
rewards and opportunities (Witz, 1992, p. 46). Where the gender dimension is added, and the 
dominant group is men, this is what Witz describes as gender forms of exclusionary strategies.  
These refer to the ways in which women are excluded from resources within their profession.  
Given the history of medicine as a male-dominated profession (Bridgman, 2000; B. Lawrence, 
1987) it is evident that gendered exclusionary strategies are informed by dominant patriarchal 
discourses and embedded in the institutional spheres (Alston, 2000; Witz, 2002) of the rural 
medical industry. 
  
This thesis significantly extends Witz’s (1992) work to examine the gendered politics not only 
within the medical profession but from a unique rural perspective. Women GPs in rural medicine 
are in a distinct position, because although medicine is seen as the most powerful health 
profession (Germov, 2002a) women GPs within their profession are often under the management 
of male doctors, and following rural medicine’s lower female representation and meagre 
reputation compared with their urban counterparts, rural women GPs are relegated to the lowest 
ranks in the medical hierarchy (Pringle, 1998; Tolhurst & Lippert, 2003). As the least powerful 
group, they could also be viewed as the most vulnerable to gender forms of exclusionary 
practices.  
 
Part 1 Ch 2 Theorising change 
42 
Lippert (2002, 2003) highlights the difficulties for Australian rural women doctors by describing 
what could be identified as gender forms of exclusionary strategies. In her current study on 
support mechanisms for female rural doctors she found that current incentive programs for rural 
doctors are essentially ‘gender blind’, supporting a “masculine model of practice, based on a full-
time procedural skilled male GP with a supporting spouse” (Lippert, 2002, p. 21). This model was 
considered largely irrelevant to the practice reality of female rural GPs interviewed in the national 
study (Tolhurst & Lippert, 2003). Furthermore, other Australian studies on female rural GP 
workforce issues highlight other sites of exclusion within the profession such as: lacking ‘family 
friendly’ modes of practice (McEwin, 2001); devaluing of women doctors (Tolhurst & Lippert, 
2001); exhibiting a degree of misogyny among male doctors (McEwin, 2001, citing Tolhurst); and 
lack of access to fair contractual agreements and targeted information for rural women GPs 
(Tolhurst & Lippert, 2001). Such ‘lack’ in professional attitudes and workforce initiatives act as 
gendered forms of exclusionary strategies and maintain patriarchal discourses which both 
constrain women from fully participating in rural medicine. 
 
Witz’s (1992, 2002) framework is significant because women are multiply positioned as not only 
powerless but also powerful thus highlighting how women can work towards change within the 
organisational structures, practices and discourses of their profession. Witz (1992) sees that 
gender is a resource for solidarity and collective action not just in the case of men but also for 
women. Inclusionary practices are the mechanism for which rural woman GPs are positioned as 
agents of change. Witz (1992) describes gender forms of inclusionary strategies as: 
 
…the ways whereby women, who are hit by gendered strategies of exclusion, do not simply acquiesce in 
the face of patriarchal closure practices, but challenge a male monopoly over competence. They seek to be 
included in a structure of occupational positions from which they are excluded on account of their gender. 
(p. 50) 
 
The aim here of the subordinate group, is only to seek inclusion into the professional structures.  
However, in this study, the definition is expanded and the subordinate group is also aiming to 
change the structure of the profession itself. In this way the definition requires that rural women 
GPs (and activists lobbying for them), not only seek inclusion but also challenge the exclusionary 
practices by exercising power in the form of resistance to its existing professional status.   
 
In the context of creating sustainable rural general practice which will accommodate the needs of 
women doctors, gender forms of inclusionary practices encompass the ways in which women seek 
to transform the patriarchal discourses of rural general practice. As women have already been 
accepted into the profession of general practice, gender forms of inclusionary practices do not 
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refer to the challenges to enter this occupation. Rather, the focus here is on giving women agency 
to create an alternative discourse – “articulated as a voice of resistance” (Alston, 2000, p. 43) –  
which understands and incorporates the gender perspective of women as rural GPs into the future 
planning, implementation, and evaluation of programs and policies at local, state and federal 
levels. 
  
Therefore, using a feminist poststructural analysis, this study explores strategies of inclusion 
deployed by women to gain better access to the resources and opportunities in rural general 
practice, and also to examine how women use strategies of resistance to consolidate their 
positioning in the medical hierarchy.   
 
A conceptual model for locat ing discursive pract ices in rural medicine 
Inclusionary and exclusionary strategies each work against the other: whilst the first aims to open 
up opportunities for women, the latter aims to force closure on those possibilities. This results in 
various responses from female doctors and those representing the female rural GP workforce.  
Witz (1992) developed a conceptual framework for how these constructs interrelate. I have 
modified Witz (1992) framework to develop a conceptual model for this study that locates 
relations between inclusive and exclusive discursive practices within the culture of rural medicine. 
 
The conceptual model reveals that the culture of medicine and rurality reflects dominant 
patriarchal discourses in society and therefore, is inherent in rural general practice. Further, it 
demonstrates that exclusionary practices are one and a part of the dominant patriarchal discourses 
of the culture. However, the rural medical culture is situated within the dynamic nature of time 
and space, and thus, is not immune to the fluid nature of these power mechanisms and structures. 
It provides for the possibility of inclusionary and resistance strategies to effect the culture of 
medicine. Downward and upward actions from exclusionary and inclusionary strategies 
respectively, represent countervailing attacks on the interests of each group – both attempting to 
impose their views and ideologies on the rural medical culture. Emerging from this climate are 
various responses from rural women GPs and women activists of rural medicine. Their reactions 
may represent individual or collectivist strategies to seek greater democracy in rural medicine, or 
they may be outcomes of acceptance or resistance to the super-doc model of rural practice. This 
recognises, in a feminist-poststructural way, that not all women will experience the same type or 
degree of oppression by what is the status quo (Germov, 2002b). Therefore, the conceptual model 
is inclusive of a whole range of outcomes, all of which are spin-offs as a result of both the 
exclusionary practices working within the rural medical system, and attempts by women working 
as agent of change to seek inclusion and begin to change its structures.  
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As Witz (1992) expands the theory of professional projects to look at the ways in which women 
can countervail the gendered strategies of exclusion, similarly Pringle (1998) argues that power is 
not merely the possession of the dominant group, but is transferable. Recent literature provides 
examples of possibilities for women working within a medical dominant culture to exercise 
various degrees of direct authority and power (Germov, 2002b; Wicks, 2002).  
 
Whilst the conceptual model depicts the ‘playing pieces’ within the change process, the need to 
also define measurements of change, led to adopt Sinclair’s (1998) framework on women and 
organisational change. The significance of her framework is that it provides a way to analyse the 
overall process of change at the organisational and practitioner levels, and one that is in line with 
a broad feminist poststructural perspective.  
 
Sinclair ’s organisat ional change framework 
Sinclair (1998) identifies four developmental phases in gendered cultures of organisations and the 
‘positioning’ of women in each of these, and relate to levels of advancement away from 
hegemonic discourses. Sinclair’s organisational change framework is applied throughout the 
findings to uncover and make sense of the data. Sinclair’s framework illustrates that discourses 
are not fixed but are changeable, so long as the social institutions which produce them, changes.  
 
Table 3: Sinclair’s (1998) organisational change framework  
 
Stage 1: Denial - No problem 
The absence of women is not regarded as a core problem or business issue 
 
Stage 2: The problem is women  
Women’s difference is seen as the problem and the solution lies in women learning 
how to adapt to (male) norms 
 
Stage 3: Incremental adjustments 
The organisation recognises a problem but sees that it will be solved by adjustments 
at the margin 
 
Stage 4: Commitment to a new culture 
The exclusion of women is recognised as a symptom of deeper problems requiring 
solutions focused on the existing culture … the need for inside out change 
 
Note: From Doing leadership differently: Gender, power and sexuality in a changing business culture (p. 19), 
by A. Sinclair, 1998, Melbourne: Melbourne University Press.  
 
Characteristics of organisations advance along a continuum from the stages of being patriarchal 
and gender blind to being increasingly aware of the need for gender equity change. Over the 
stages, the oppositional discourses of exclusion and inclusion of women are contradictory and 
competing for status. The dominant discourse through stages one to three is seen to shift to 
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“accommodate, modify, appropriate and resist more disruptive elements” of the competing 
inclusionary discourse “in order to maintain hegemony” (Blackmore, 1999, p. 16). At stage four, 
settlement between the two discursive fields produces a new discourse of powerful emancipatory 
qualities. The first phase in the evolution of organisations and their response to women is denial. 
Women’s exclusion goes unrecognised; the absence of women in the organisational structures is 
not regarded as a problem or core business issue. The second stage is the problem is women. 
Exclusion is recognised, but women’s difference is seen as the problem, “and the solution lies in 
women learning how to adapt to (male) norms” (Sinclair, 1998, p. 19). Naming the organisational 
stages, for example, as ‘denial’ and ‘the problem is women’ is indeed part of disabling the 
dominant discourse of exclusion and prompts us to question why women are absent or 
marginalised and how this has come to be accepted as the ‘normal’ position. At the third stage, 
incremental adjustments, organisations recognise women’s exclusion but “most of the solutions 
remain women-focused and reactive and outside their control” (Alston, 2000, p. 83). The 
organisation sees that the problem will be solved by adjustments at the margin. For example, in 
decision making positions, targeted appointments will allow access to only one or two individual 
women, who already have a track record, and are not seen as ‘high risk.’ The fourth and final 
stage is commitment to a new culture. Organisations that have adopted this phase “refocus the 
problem away from women and onto the organisational culture” (Alston, 2000, p. 83). Here, there 
is an understanding that the exclusion of women is symptomatic of deeper problems within the 
organisational culture, solutions that require dramatic ‘inside-out change’ (Sinclair, 1998).  
 
SUMMARY 
A poststructural feminist approach is an appropriate perspective for this study as it remains 
centred on women’s lives; shifts the focus away from women’s oppression; highlights the 
diversity and difference between women themselves (ie. multiple subjectivities); picks up on the 
complexities and contradictions in women’s lives, in particular their positioning and 
understanding toward patriarchy; and contends that “where there is power, there is resistance” 
(Foucault, 1978, p. 95) and the possibility of change (Weedon, 1987). It means that rural women 
GPs have access to power and agency, and through the in-between spaces are capable of 
appropriating status and authority within their profession. In the rural medical sense, it means we 
can examine how rural women doctors and activists are achieving this.   
 
Gender theory is an important aspect of current research in this area, as it captures the overall 
trend in the Australian medical workforce which reflects a female majority of GP graduates. It is 
interesting to note that most studies on Australian rural women general practitioners have no 
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theoretical dimension; therefore, this contributes a fresh approach to the existing knowledge base 
on recruitment and retention of female rural GPs.  
 47 
Chapter 3 
The research process 
 
… qualitative researchers seek answers to questions that stress how experience is created and 
given meaning. 
(Bassett, 2004, p. 5) 
 
OVERVIEW 
This chapter reviews the methodology and method employed to carry out this research. Firstly, I 
examine qualitative approaches including feminist and grounded theory methodologies, and 
reasons why they are appropriate ways to conduct this research. Then I provide an overview of the 
data collection steps and describe the research tools, the sampling strategies and the interviewing 
process at the organisational and practitioner levels in turn. I discuss relevant ethical 
considerations and finally describe the data analysis process. A brief summary ends this chapter. 
Figure 1 depicts the research process which is fully explained within the following sections of this 
chapter.  
 
A QUALITATIVE METHODOLOGY 
The research design is located in a qualitative framework of feminist and grounded theory 
approaches. Qualitative research moves beyond that which can be measured in terms of quantity, 
amount or intensity to focus on processes and meanings of the everyday social world (Denzin & 
Lincoln, 1998). Of central concern to qualitative researchers is how the ‘real world’ can be 
studied and understood from the everyday lives of ‘the common person’, rather than ‘a priori 
assumptions’ (ie. deductive methods of cause and effect) (Macdonald & Schreiber, 2001, p. 38, 
following Denzin & Lincoln, 1994; Glaser & Strauss, 1967; Wolcott, 1973). Feminist, 
poststructural and grounded theory researchers use qualitative methodologies to unpack the 
subjective, everyday life experiences of the individual, which then becomes a site for redefinition 
of values and meanings. This approach generates new perspectives from which the dominant can 
be criticised and new possibilities envisaged. As such, qualitative methodologies “enhance[e] the 
potential for human emancipation”(MacDonald & Schreiber, 2001, p. 38) from the constraints 
under which individuals exist and operate (D. Jackson, Clare, & Mannix, 2003).  
 
Denzin and Lincoln (1998) list three underlying assumptions that are stressed in qualitative 
research. These are that the nature of reality is socially constructed, the relationship between the 
researcher and what is studied are intimately connected, and that the nature of inquiry is value-
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laden. These aspects of qualitative research have been addressed to some extent in chapter two 
(theory chapter) and are given further thought below. As the previous chapter gave an overview of 
feminist theory, in the following section, I briefly outline how the basic tenets of feminist thought 
inform the research design. 
 
Feminist methodology 
Whilst there remains debate about whether there is a distinctive feminist methodology, there are a 
number of common principles across many feminist works about how feminist research is 
conducted (Pini, 2003). One principle concerns feminists critique on traditional social science 
(Armstead, 1995) as responsible for “the invisibility of women and the disappearance of women’s 
accomplishments from the historical record” (Reinharz, 1992, p. 166). Feminists have argued that 
biased, male-centred answers imposed on whole populations have led to partial and even distorted 
understandings of the self and of social life (S. Harding, 1987b). By contrast, a feminist 
perspective regards all human experience as worthy and necessary to study, acknowledges both 
commonality and diversity amongst different social groups (Gatens, 1991; Weedon 1997), and 
more recently in feminist post-structuralist thinking, emphasises the differences within social 
groups, such as the diversity among women (C. Hughes, 2002). 
 
Figure 1: The research process  
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Another key tenet of feminist research is to focus on the political struggles of women’s experience 
(Pini, 2003) and in turn, to advance women’s status and position in society (Lumby, 1995; 
Reinharz, 1992). Thus, any research which has a feminist basis, actively engages in the aims of 
the women’s movement. The aims of this research are to develop a gender-specific perspective on 
current recruitment and retention of rural GPs. Thus, developing a greater sociological 
understanding of female rural GPs through a feminist lens generates a “new way of thinking, 
relating, naming and acting” (Reinharz 1992, p. 221) and provides for different solutions in 
comparison to the “generic doctor approach” (Wainer, Strasser, & Bryant, 2005).  
 
A further basic principle of feminism is that the traditional notions of objective knowledge and a 
single truth are questioned. Rather, all interpretations are seen as political/social constructions. 
Any researcher attempting to conduct value-free research is denying the influence that their 
gender assumptions, interests, value systems and behaviours have on the research process. 
Feminist writers such as Harding (1987b) and Jackson, Clare and Mannix (2003) recognise that 
feminist research involves reflexive practice, allowing the beliefs and behaviours of the researcher 
to be open to critical scrutiny (S. Harding, 1987b). By locating the researcher on the same critical 
plane as that which is researched, it in fact “increases the objectivity of the research and decreases 
the ‘objectivism’ which hides this kind of evidence from the public” (S. Harding, 1987b). As 
such, intersubjectivity or the concept of ‘the researcher as instrument’ is addressed in this thesis 
by: using the pronoun ‘I’ to allow my personal perspectives and understandings to show; and also 
by making available to the reader a personal statement in the introduction that gives an insight 
about my own prejudices and preferences related to the research (D. Jackson, Clare, & Mannix, 
2003). There are three additional points I outline below, which relate to critiques by feminists of 
the traditional ‘objective’ stance to research.  
 
Firstly, by disclosing my active involvement in the research, power relations typically held 
between the researcher and study participants are diffused. In this way, women participants act as 
co-researchers (Tolhurst & Lippert, 2003). This means the approach taken to interviewing is to 
establish rapport with participants and develop non-hierarchal relationships. Studies based on 
feminist principles such as those by Wuest and Merrit-Gray (2001), and another by Tolhurst and 
Lippert (2003) who interviewed female rural GPs, illustrate that rapport and trust are important 
elements in researcher/interviewee relationships, and provides opportunities to collect 
information-rich data that could possibly not be captured in quantitative survey designs (Denzin & 
Lincoln, 1998).  
 
Secondly, when questions are asked in a non-restrictive interactive dialogue, this empowers 
women to speak freely about their experiences, feelings and ideas, and in turn co-jointly construct 
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the interview. This is consistent with feminist principles of rendering the visibility of women’s 
experiences, and enabling their stories to be heard in their own words. As Anne Oakley (1981) 
notes, finding out about people’s lives is “more readily done on a basis of friendship than in a 
formal interview” (p. 53).  
 
Thirdly, feminist research has an ethical commitment to women which is to avoid using language 
that has been responsible for women’s exclusion, and marginalisation. Therefore, my 
responsibility as feminist researcher is to report findings in a way that is neither oppressive nor 
denigrating to the women under study. Whilst conducting and writing this thesis, I have been 
mindful of using language that is sensitive and respectful, and that acknowledges the value of 
women’s diverse ways of being and knowing (D. Jackson, Clare, & Mannix, 2003).  
 
In considering a suitable research design, I was aware that within a feminist framework it is 
acceptable to take insights from several methodologies, as long as the methods chosen are 
congruent with and reflexive of the underlying principles of feminism (D. Jackson, Clare, & 
Mannix, 2003). In the next section, I describe the ways in which grounded theory relates to 
feminist research and feminist poststructuralism, and define the main concepts of grounded theory 
that is the approach taken to guide data analysis.  
 
Grounded theory  
Grounded theory is a way of understanding the world through a “locally constructed, inductively 
derived” (MacDonald & Schreiber, 2001, p. 45) process that generates theory grounded in the 
data. However, MacDonald and Schreiber (2001) stress that since the discovery of grounded 
theory by Glaser and Strauss (1967) the world has changed and its classical methodology has 
evolved to incorporate the “myriad of voices and views” (p. 41) now available for consideration. 
Indeed the newer versions of grounded theory are seen to be more useful. They provide choice, 
and enhanced possibility to adapt one of the versions according to a researcher’s philosophical, 
cognitive and meaning-making processes (Annells, 2003). Feminist researchers such as Wuest 
and Merritt-Gray (2001), and Keddy, Sims and Stern (Keddy, Sims, & Stern, 1996) use grounded 
theory as a research process in combination with the tenets of feminism mentioned above. Indeed, 
grounded theory has been described as complementing the principles of feminism (Hutchinson & 
Skodal Wilson, 2001). Furthermore MacDonald and Schreiber (MacDonald & Schreiber, 2001) 
urge that grounded theory can be compatible with poststructural thinking. They stress that “in 
today’s world knowing truth requires that it be actively constructed in light of complex, shifting 
onslaught of stimuli that is the post modern condition” (MacDonald & Schreiber, 2001, p. 41).  
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The definitions of grounded theory offered by Wuest, Merritt-Gray, Berman and Ford-Gilboe, 
(2002), and MacDonald and Schreiber (2001) highlight the symmetry between this methodology, 
poststructural thought and my research. Wuest et al. (2002) sees that grounded theory “allows for 
the exploration of the interactions between subjective experience and social structure” (p. 798) or 
in poststructural terms, discursive practices. Therefore, grounded theory is suitable to address the 
interplay between action and discourse, and to take the analysis of data to a macro level (Ford-
Gilboe, Wuest, & Merritt-Gray, 2005; Keddy, Sims, & Stern, 1996; Wuest, Merritt-Gray, 
Berman, & Ford-Gilboe, 2002). MacDonald and Schreiber (2001) link foundations of 
poststructural thinking with grounded theory research. They see that within both these research 
frameworks truth/reality is not out there “waiting to be discovered” (p. 42, following Glaser, 
1992), rather, truth/reality is recognised as being “actively constructed and reconstructed by 
people” (p. 42) in the course of their daily lives. Therefore, MacDonald and Schreiber (2001) see 
grounded theory research as concerned with “how people construct and reconstruct their lives in 
light of their circumstances and the meanings they make of these” (p. 42). This constructivist view 
resonates with poststructuralist ideas about the continuous (re)construction of self, meaning, truth 
and reality (MacDonald & Schreiber, 2001). Grounded theory located within a constructivist 
perspective, sees that the research product represents merely one of multiple, tangible realities 
about what may be happening in the data according to the subject position of the person 
experiencing and the person theorising at that given time and place (Annells, 2003). However, this 
is not seen as biasing the data rather, it is recognised that “multiple-factors inherent in the 
personal meaning-making assist creativity” and acknowledges there are “multiple realities about 
what and why things happen in human action and interaction” (Annells, 2003, p. 167). This is 
congruent with feminist values of reflexivity and acknowledging the diversity of women’s 
experience.  
 
Grounded theory fits well with feminist poststructural tenets because of the compatible research 
concerns with the focus on everyday life, subjective meanings, the rejection of dualisms, and a 
“provisional, temporal and historically” (Wuest & Merritt-Gray, 2001, p. 163) derived 
understanding of the participant’s world, comparable to Lyotard’s (1979/1984) notion of the 
“little narrative” (MacDonald & Schreiber, 2001). An understanding produced from the data 
upwards is considered by Glaser and Strauss to have more useful and pragmatic outcomes than 
what arises from ‘armchair’ theorising (Annells, 2003). In line with the nature of feminist 
poststructuralism and the pragmatism of Weedon (1987), feminist researchers (Keddy, Sims, & 
Stern, 1996; Wuest, Merritt-Gray, Berman, & Ford-Gilboe, 2002) discuss their adaptation of 
grounded theory as ‘risk-taking’ and as using it in a “creative and constantly evolving manner for 
feminist research” (Keddy, Sims, & Stern, 1996, p. 448). Here I take similar risks, by using some 
of the qualitative data analysis techniques developed for grounded theory, rather than its more 
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common application of guiding the entire data collection process. Glaser (1999) admits that to 
adopt and adapt the method is common. 
 
The hallmark process of grounded theory is dialectic rather than linear, where data collection and 
analysis occur at once, and “the specific focus or research question emerges as the analysis 
proceeds” (Wuest, Merritt-Gray, Berman, & Ford-Gilboe, 2002, p. 798). Constant comparative 
data analysis occurs after the initial interview(s) and informs decisions about future data 
collection (termed theoretical sampling). Analysis involves a three-stage coding process where 
data is fractured, conceptualised and integrated by the researcher (Annells, 2003). This process is 
enhanced by the elements of theoretical sensitivity, memos and diagramming, which is discussed 
further in the data analysis section. The emerging theory from the initial analysis determines what 
events and situations next need be sampled. Therefore, the purpose of subsequent interviews is to 
confirm, modify and refine theory until the new data adds only minor variations to theoretical 
concepts, and/or a rich, dense, explanatory schema is evident (Annells, 2003; Glaser & Strauss, 
1967; Wuest, Merritt-Gray, Berman, & Ford-Gilboe, 2002).  
 
In this research, theoretical sampling was problematic given the sampling rationale, and the 
impracticality of this process due to time and cost constraints. Therefore, theoretical sampling, in 
its purest form was not seen as a viable option. Another element seen fundamental to grounded 
theory research is a resultant explanatory theory. However, Annells (2003) states that not all 
“grounded theory research have fully engaged in theorising” (p. 165). I would see my research 
located at the second of three levels of grounded theory development, as “conceptual ordering” 
rather than the higher level of theorising where an ‘explanatory scheme’ or ‘substantive theory’ 
integrating the concepts is produced (Strauss & Corbin, 1998). The main application of a 
grounded theory approach in this research was to make sense of the data. Conceptual ordering is 
where initial coding is organised into abstract concepts which are then grouped in like-groups 
(categories) and sub-groups (sub-categories) in order to make sense of action and interaction 
(Annells, 2003, following Strauss & Corbin, 1998). This second level of theory development was 
then informed by a feminist poststructuralism framework as the ‘theorising lens.’ This is quite 
acceptable according to Annells (2003). During the development of grounded theory analysis it 
was evident that Witz’s (1992) exclusionary and inclusionary strategies and Sinclair’s (1998) 
model could guide theorising the conceptually ordered data and look productively at how to view 
the results, given the aims of the research.  
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Impl ications of approach 
To summarise, there are a number of reasons why feminist qualitative methodology is appropriate 
for this research design. Firstly, in recent Australian research there are a paucity of qualitative, 
sociological studies on female rural GPs. Secondly, to uncover new knowledge about the 
emerging culture of rural general practice and women’s role within it, an in depth analysis is 
considered an appropriate and effective method to achieve this aim. Qualitative methods, like 
feminism and grounded theory are often useful in studies where the knowledge of the material 
under investigation is limited (Strauss & Corbin, 1990). Such an approach is appropriate in this 
thesis, where research into the resistance and inclusionary strategies of women to affect change in 
rural medicine is a new site for research. Thirdly, using qualitative techniques for gathering 
information, moves away from restrictive positivistic approaches that have been criticised by 
feminist researchers for their lack of meaning and respect given to study participants. Therefore, 
this research used a feminist style of interviewing which values interactive and non-hierarchal 
relationships and validates women’s subjective experiences.1 Finally, employing a feminist 
qualitative design facilitates the explorative process by investigating beyond the expected, and 
looking for unanticipated responses. Furthermore, a grounded theory approach results in a 
context-sensitive analysis of the rural aspects of medicine and an insightful view of activists’ and 
women GPs’ experiences as told in their own words.  
 
DATA COLLECTION PROCEDURE 
I now turn to an overview of the data collection procedure involved in the three-phase research 
design, including a description of research instruments, sampling and recruitment strategies, and 
the interviewing process. 
 
Data collection at two levels of analysis was chosen for both empirical and theoretical reasons. 
This involved an examination at the organisational level into the collective strategies of resistance 
and inclusion by women activists representing female rural GP interests; and an examination at 
the practitioner level into the working lives of female rural GPs. The three major phases of 
                                                     
1 I acknowledge that ideas about a ‘feminist style of interviewing’ are contested in more recent feminist literature. In 
particular, the concept has become increasingly difficult to define and one that has been greatly challenged by post-
structural theorising and questions of difference between women. There has also been a great deal of criticism of how 
problematic it may be for women to interview other women (eg. (Bhavnani, 1993; Dyck, Lynam, & Andersion, 1995; 
Oakley, 2000; Skeggs, 1994), for example, Oakley’s notion of the ‘feminist interview’. It is also a factor recognised in 
the more recent work of Oakley (2000). Despite these contested knowledges on feminist interviews, I argue that the 
way in which I provided women with a space and opportunity to give voice to their experience, was paramount, 
regardless of the gender of the interviewer. 
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research are: going to the literature; fieldwork at the organisational level; and fieldwork at the 
practitioner level as described in table 4. A detailed summary of the procedures involved in the 
three phases of the study follows.  
 
Phase 1: Uncovering and developing the research area  
Going to the l iterature  
To complement this major qualitative focus, a brief pre-study literature search included 
quantitative and survey-based data from AMWAC and AIHW (AMWAC, 1996, 2000; AMWAC 
& AIHW, 1996a, 1996b, 1998a, 1998b) and the national and state based studies (Doyle, 2003; 
McEwin, 2001; Roach, 2002; Tolhurst & Lippert, 2001; Wainer, 2001; White & Fergusson, 2001) 
as a descriptive tool to set the background, as well as the four literature themes mentioned in table 
4. 
 
Although some grounded theorists assert that going to the literature at the beginning of a study is 
inappropriate, as it may lead to pre-judgement and disadvantage a deductive analysis of the data 
(Glaser, 1992), a brief literature review was seen to be imperative. For a novice researcher, who 
was unfamiliar with the area of study at the outset, it was seen that making some explorations of 
the literature was beneficial for pragmatic reasons (Schreiber, 2001; B. M. Scott, 2003).    
 
Table 4: Selection of data collection methods  
Phase 1: Uncovering the research area 
• Going to the literature: an examination of current research and sociological perspectives of: i) 
women in medicine; ii) female GPs in rural areas; iii) medicine, male dominance and its 
professional status; iv) changing status of women and the changing status of rural general 
practice:  What it means for future medical workforce planning.  
 
Phase 2: Fieldwork at the organisational level 
• Chronology of the working environment of rural general practice (see Appendix C) to flag-
post important milestones in which activists are advancing towards a new era of ‘mainstreaming’ 
issues for women in rural general practice (secondary data source). 
 
• Semi-structured in-depth interviews with activists that represent female GPs’ interests in 
influential positions of medico-politics and other decision-making areas of rural general practice in 
its planning and future structural or educational developments. Notes document researcher-
participant interaction and interviewing process. 
 
• Field observations of events that involved women activists and women GPs in rural 
medicine working together to create strategies and develop policies on female rural GP workforce 
issues at conferences and in group discussions/ meetings.  
 
Phase 3: Fieldwork at the practice level 
• Case studies of women GPs in rural areas self-identified as pursuing successful ways to work 
in rural general practice. Involved at least two semi-structured in-depth interviews for each case 
study. Notes document the researcher-participant relationship and interviewing process. 
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Phase 2: Field work at the organisat ional level 
Developing the research tool 
Semi-structured interviewing was selected as the research tool for both phases two and three, as 
this data collection method underpins feminist principles and grounded theory. Interviews of this 
kind are not so much focused on the questions asked, as how the informants themselves shape the 
interview and as information flows the interviewer can alter the line of questioning. As 
Minichiello, Greenwood & Axford (1999) note “they are informal in style and engaging 
intellectually” (p. 185). This allows women’s voices to be heard and gathering of information-rich 
data that may not be revealed by restrictive questions.  
 
At phase two of the research, the decision on how to ask participant questions “was influenced 
mainly by a perceived need to avoid ‘leading’ them into the researcher’s specific areas of interest” 
(B. M. Scott, 2003, p. 36). Since at the organisational level, examining the perceptions and actions 
of women activists was particularly new, I felt themes should naturally emerge from conversation, 
rather than framed within questions about strategies and barriers to change in relation to the 
dominant male culture in the profession. As Glaser (1978) emphasised, it is imperative that 
researchers not force participants’ responses but be “sensitive to the data by being able to record 
events and detect happenings without first having them filtered through and squared with pre-
existing hypotheses and biases” (Glaser, 1978, p. 3). Therefore, a “grand tour” interviewing 
method (Morse & Richards, 2002, p. 91) was seen as appropriate to obtain participant-driven 
interviews. As such, the interview began with the open ended statement, “Tell me your story in 
the agenda for change”, to engage co-researchers in a “grand tour” dialogue about their lived 
experiences of accomplishing and observing organisational change. Accompanying this “grand 
tour” was a semi-structured schedule inclusive of the following topics (Pringle, 1998): their 
history and current work involvement in medical organisations; their strategic area of interest; 
entry and/or exist from their current positions; their achievements, compromises, struggles, and 
alternatives considered but rejected; their perceptions about key events, ways of working, and of 
the current climate of change. A copy of the interview schedule is provided in Appendix A.  
 
Sampling strategy for women activists 
To establish the “contours of the field” (Pringle, 1998, p. 18) it was important that the study 
purposively sample for prominent women and seek out their views and interests from across the 
spectrum of organised medicine. The selection of participants at this level was determined by their 
demonstrated and active participation in working groups, research, conferences, policy 
developments and initiatives to promote and recognise female rural general practitioners. These 
women were termed “activists” as they have a key advocacy role in putting forward the interests 
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and needs of female rural general practitioners across the bureaucratic, academic/educational and 
medico-political fields of rural medicine. 
  
To determine appropriate participants at the organisational level, three tools were developed 
including a database of potential activists; a chronology of key events; and a chart of key 
organisations. More information is provided on these tools in Appendix A. This was an effective 
method to ensure representativeness of the sample across organisations, and decision-making 
levels. It was estimated prior to data collection that the sample size would be fifteen to twenty 
participants.  
 
Recruiting women activists 
During May 2002 to mid June 2003, I made contact with potential participants and conducted 
interviews with the women who gave positive replies. Participants were recruited by a letter of 
invitation. Of the twenty-three activists contacted, eighteen gave a positive reply; two women did 
not respond (possibly due to wrong address); two responses were negative; and one invitation was 
returned since that activist had left that position. The total response rate was seventy-eight percent 
(eighteen of twenty-three); however, the interviewing of one activist did not eventuate due to time 
constraints. Participants who accepted the invitation were termed co-researchers. These women 
were sent further information including a plain language statement and consent form, as detailed 
in Appendix A. Individual interviews were arranged with co-researchers via telephone or email. 
As the interviewing process moved along and the initial aim to recruit the most influential 
activists had been achieved as far as possible, the sampling strategy broadened to include a range 
of women activists with various levels of experience working at the organisational level.  
 
Whilst being in the field, names were mentioned of particular women who could confirm, 
elaborate or add another dimension to pursuing change in their organisation or in the overall 
scene. Some of these suggestions were followed, particularly in the latter stages of interviewing, 
as changes to the initial database of women activists were apparent. A few new women activists 
had entered the field and others had increased their involvement. Therefore, I sought to 
incorporate activists’ voices from differing perspectives and levels of experience and obtain wide 
representativeness across the rural medical field. Shifting the sampling strategy focus had led to 
broaden the scope of less visible activists, and added to the multiplicity of voices and perspectives 
from activists, which in turn made richer the dimension of the major themes.  
 
Seventeen women participated in one round of interviewing. One of these co-researchers was 
interviewed twice, because in the first interview she described her journey of becoming doctor, 
meeting her husband, having children and being a female rural GP. However, Wuest and Merritt-
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Gray (2002) highlight that feminist theory demands attentiveness to women’s stories. In the 
second interview, she provided an insider account on the processes involved of being an activist. 
This level of detail was beneficial in shaping the interview schedule for rural GP case studies and 
also to see the complexity of her life in combining roles as an activist and rural GP.  
 
The initial research design was to interview participants at the start and end of a twelve-month 
period to monitor developments over time. However, this proved to be too ambitious and 
subsequently this research objective was addressed in three complementary/triangulated ways. 
Firstly, through interviewing – since some events in the interviews were being discussed in 
retrospect, the participants could comment on the current outcomes of their involvement or work. 
Secondly, through my participation in two activist meetings, and thirdly through informal follow-
up conversations (via telephone or email) with a few of the participants.  
 
Interviewing women activists 
Individual interviews were conducted at a time and place which was convenient for co-researchers 
and which upheld ethical considerations. Confidentiality, privacy and anonymity were assured 
under “ethical considerations”, as explained later in this chapter. Interviews were conducted in 
familiar settings such as their home, office, or another private venue. In line with feminist 
methods, face-to-face interviews were considered the most appropriate way to establish rapport 
and maintain a comfortable, non-judgemental environment in which their various experiences of 
struggle, challenge, and success, could be fully explored (D. Jackson, Daly, & Chang, 2003). Due 
to constraints, I conducted telephone interviews with three women; however, I had met these co-
researchers in person on previous occasions.  
 
Activist women involved in face-to-face interviews shared their individual narratives of being 
involved in the change process. To delve deeper into issues, I asked questions like, “What does 
that mean?” and “Give me an example of that” or prompts from the semi-structured interview 
schedule. With the co-researchers’ expressed permission, all interviews were recorded on micro-
cassettes. Interviews ranged in length from 40 to 120 minutes and notes were written as soon as 
practical after each interview. There were technical problems with one interview which 
consequently was not recorded.  
 
During the interviewing process preliminary findings were presented in a paper and at two 
conferences (Schwarz, 2002, November, 2003, March; Schwarz & McDonald, 2004, December). 
The positive feedback from these forums confirmed that results at this early stage were reflective 
of occurrences at a wider level. Furthermore, an interview with an activist who attended one of 
these presentations was insightful and gave critical examples of the preliminary findings.  
Part 1 Ch 3 Research process 
58 
 
All women expressed their delight at the opportunity of being involved. Some were enthusiastic 
about the new topic of research, and considered it to be important and timely. For example, one 
activist commented: “It is so important that we begin to get some research evidence about what is 
going on in the field” (personal communication, January 17, 2002).  
 
Field observations  
Two key rural health conferences were attended in 2002: The Australian College of Rural and 
Remote Medicine scientific forum held co-jointly with the RWAV Victorian rural general practice 
conference (2002): ‘Integration – Working together for rural medicine’; and the 5th WONCA 
World Conference on Rural Health: ‘Working together: Communities, professionals, service’. At 
these events, I observed activists and female rural GPs participating in open forum discussions 
about gendered change within the profession, in particular, I witnessed development of the 
international Policy for female family physicians in rural practice (FRDWG, 2002, 2003). Making 
notes about the happenings of the conferences was part of the field observations.  
 
Other secondary data sources involved firstly, meeting with representatives at the 
national/commonwealth level to obtain insight into their involvement with and perceptions of the 
female rural GP agenda; and secondly attending two subsequent meetings with activists (though 
not necessarily participants in this research). The purpose of these meetings was to share 
information on current and proposed projects, discuss ways of collaborating efforts, and identify 
future priorities and plan for these. These gatherings provided an opportunity to observe ways 
women work towards change; actively participate in the change process (ie. one of the three 
public recommendations around female rural GPs was launched in conjunction with the 
researcher’s presentation at a national rural health conference); and be informed of the relevant 
developments occurring as part of a longitudinal approach to exploring their actions.  
 
Phase 3: Field work at the practi t ioner level  
Developing the research tool 
The research tool, for phase three, was a semi-structured interview format (as described above in 
phase two) with flexibility to reshape and expand on the questions as informed by ongoing data 
analysis throughout the interview process. Refer to Appendix B for a copy of the interview 
schedule. This phase-three schedule consisted of four main areas: firstly, the structure of women 
GPs’ lives – practice, family, lifestyle arrangements; secondly, finding their identity in rural 
practice; thirdly, types of supports; and lastly, the reality of policy and programs for women in 
rural general practice.  
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Sampling strategy for rural women GPs 
Women were recruited from RRMA areas 4 to 7 in Australia, as these have been defined as rural 
locations according to the rationale given in the study definition. The conceptual model outlined 
in chapter three was used to determine the purposive sample of case study recruits. Figure 3 
depicts types of participants the research sort to capture – that is, women who are resisting or 
challenging the dominant discourses of medicine or rurality. Examples include working part-time 
working in all-women practices; being involved in rural women networks; being young and/or 
single – as this demographic was interpreted as transgressing from the family ethos of rural 
general practice (Pringle 1998), or did not fit into conservative images of rural life (Wainer, 
Bryant, Strasser, 1997).2 Possible cross-overs of the above categories were considered to meet the 
criteria, as well as ‘other’ possibilities, such as conforming to the status quo to acknowledge the 
multiplicity of women’s lives. 
 
Figure 2: Possible case study recruits: Female rural GPs that are challenging the dominant 
culture contexts of medicine and rurality 
 
 
 
 
Feminist researchers’ interest in case studies stems from the desire to document aspects of 
women’s lives and achievements for future action on behalf of women (Reinharz, 1992). Case 
studies are important to explore unchartered issues (Yin, 1989) and in this research offers a 
prospective snapshot of women’s experience in rural general practice, which provides raw data 
for new perspectives to emerge (Reinharz, 1992). Case studies in this research involved two semi-
structured in-depth interviews with participants over a period of approximately one month. Notes 
were taken of the interviewing process.  
 
In selecting case studies the aim was to capture the defined typologies. All categories were 
covered, with exception of ‘young single’ women. However, I interviewed five women of various 
ages who were ‘single’ at the time they accepted a rural placement. In considering how women 
should be selected for participation the impetus was to seek out the experiences of those women 
working in rural areas where shortages are critical. This was in line with the research aims to 
examine the successful strategies of how women were agents of change at the practitioner level. I 
                                                     
2 Less than fifteen percent of female rural GPs surveyed in notable Australian studies (Tolhurst & Lippert, 2003; 
McEwin, 2000; Wainer, 2001) are single and their status is linked to negative factors of rural practice such as social 
isolation and loneliness. 
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was open to discovering the experiences of all rural women GPs and not to be prejudiced against 
traditional approaches to practising medicine. As such, in the letter of invitation women were 
invited to discuss (if applicable) how the ‘super-doc model’ worked for them. The personal 
experiences of being a woman and a rural GP were central to the gendered nature of the research.  
 
Of the sixteen positive replies in the recruitment phase, thirteen women were chosen. The focus 
was on Australian trained female graduates to inform how this group may be encouraged to take 
up rural practice, for reasons supported by current stakeholders (National Rural Health Alliance 
[NRHA], 2004; Wonca, 2002) who see that international recruitment of doctors from developing 
countries to the developed world is unethical. Therefore, the research parameters excluded (three 
responses from) overseas trained doctors (OTDs) who were recruited to Australia in the 1990s 
under the government–based schemes to improve doctor numbers in rural and remote 
communities, however, included two GPs born in overseas Commonwealth countries whose 
decisions to take up rural practice were personal motivations. Initially excluding registrars was 
considered, as reasons for going rural is often determined and limited by medical colleges’ 
criterion to train at certain accredited rural practices. However, having received two positive 
responses from Australian trained registrars it was seen as fruitful to include the experience of the 
new generation of the rural workforce, and contrast their perceptions and training experiences of 
rural practice to the women who completed their GP training in the 1970s, 1980s and early 1990s. 
Furthermore both registrars had chosen rural towns where they wanted to complete their registrar 
training rather than obligatory requirements of the authorising bodies.  
 
Recruiting women in rural general practice 
The recruitment method consisted of contacting the researcher’s existing networks, local divisions 
of general practice and rural workforce agencies to locate female rural GPs in New South Wales, 
Victoria and South Australia. Staff from these organisations forwarded the letter of invitation (see 
Appendix B) to female rural GPs in their areas, advertised this research in their local newsletter or 
on fax streams, and distributed the invitation amongst two female rural GP groups. In addition, 
approximately twenty personally addressed invitations were sent to general practitioners in 
Victoria and South Australia. It is difficult to determine the response rate due to the way the 
research was advertised. Sixteen interested female GPs contacted the researcher via email or 
telephone at which time they were told about the projects aims, the interview process, and were 
asked some general questions about their profile. The researcher followed up with thirteen 
positive respondents fulfilling sampling criteria, sending a more detailed account including plain 
language statement and consent form (see Appendix B), and then scheduled interviews with each 
participant at a time and venue which suited them. 
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Interview women in rural general practice 
Thirteen women were interviewed on up to two occasions in their home town during a series of 
road trips covering 10,000 kilometres across rural regions of south-east Australia from May 2003 
to September 2003.  
 
Pringle (1998) notes that interviewing female GPs compared to women in other specialities are 
“more approachable” (p. 159). She says, “I found myself more quickly on first name terms, being 
treated as someone who had equal or equivalent knowledge, in what felt more like a dialogue, 
than an interview with an ‘important person’” (Pringle, 1998, p. 159–160). Her personal 
observation resonates with my experience of interviewing female rural GPs.  
 
Twenty-seven interviews were conducted in total. All co-researchers agreed to participate in tape-
recorded interviews which ranged in length from half an hour to more than two hours. Second 
round interviews were often shorter than the first. One woman participated in a third round 
interview because a second interview was cut short. In order to maintain attentive listening 
techniques during meetings with women, no more than two interviews were conducted on any one 
day. Towards the end of the interviewing phase, three interviews were conducted over the phone 
due to the difficulty in predicting availability of time because of the “complexity of participants’ 
lives and the fragmented parcels of time available for interviews” (Rimmer, 2002, p. 90). Face to 
face interviews were not seen as important at the latter stages since categories were reaching 
saturation point and having already met on previous occasions the women were familiar with the 
researcher.  
 
The researcher met the co-researcher at her practice, at her home, or at their treasured sites such as 
the local pub, bakery or café. On one occasion the meeting point was at a rural general 
practitioner conference. On three occasions I met the spouse/partner. Most meetings involved 
sharing afternoon tea, lunch or dinner. Interviewing was done in the GPs’ ‘free-time’ – for 
example, on weekends, in-between waiting for hospital calls and patient results, whilst on-call 
after hours, during their study time, or on their morning off after being on-call the previous night. 
Co-researchers fitted the interview within a busy and demanding schedule. Two meetings were 
cancelled and rescheduled due to unforeseen circumstances or a clash of appointments in the co-
researcher’s schedule. Another two meetings were renegotiated to relocate to more suitable 
venues for interviewing. 
 
Conducting interviews in a ‘real world’ setting enabled me to see the women’s connections to 
their community or something about them as a GP and how they practised. As local people 
entered and exited the eateries where the interview took place, they often acknowledged their GP 
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with congenial remarks. Some GPs stopped and chatted to community members whilst others 
avoided clients. In line with feminist interviewing methods, I endeavoured to make interview 
sessions as informal as possible to establish rapport and trust. I also felt it was important to have 
this difference from their usual stressful lives as a GP. I did not want to burden them any further 
with strict, rigid interview formats that reflected their professional culture. My aim here, like 
Rimmer’s (2002) “was to minimise researcher imposition and intrusion” (p. 90). I was aware of 
the time and conscious of their vulnerabilities to give and give, so attempted to limit intensive 
questioning which may be read as interrogation. Women were personable, very giving of their 
time and through the interview process opened their lives to me. Like Ross’ (1997) observations 
of interviewing professional women, I also found that, “all of the women were articulate, 
knowledgeable, reflective and willing to share their experiences” (p. 40).  
 
Notes were taken after each interview and tapes listened to and summarised as soon as practical. 
A summary sheet was used to record findings under the four main research areas, and to identify 
themes and gaps emerging from the interviews. This summary enables the researcher to clarify, 
expand and saturate the data collection process (Miles & Huberman, 1994). Sometimes I began 
the second interview with outstanding questions or read out a quote from a previous interview to 
obtain comment on. This worked well in opening up the discussion and quickly reaching in-depth 
dialogue of areas of interest.  
 
Methodological issues related to being in the f ield  
Reflections on recording interviews 
Whilst most women appeared comfortable with being interviewed and tape-recorded, a few 
women were nervous. Some women seemed at first a little defensive or felt under scrutiny 
(perhaps this was reflective of the accountability and reputation risks prone to being a doctor).  
Likewise, I as the researcher felt hindered by the dual accountabilities of listening to their 
narratives and recording the interview as accurately as possible.  
 
Leaving the f ield 
After transcribing each recorded interview into a written form, all participants were given a paper 
copy to review, edit and clarify inaudible sections as they wished. A copy of the transcript was 
posted to each participant accompanied by a note of thanks for her important contribution to the 
study, and a postage-paid envelope to return edited transcripts. Some transcripts were sent via 
email. On completion of the thesis, co-researchers were sent a final thankyou letter with a 
summary of the findings. 
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ETHICAL CONSIDERATIONS 
Ethical clearance was received from the Human Ethics Committee of the University of Ballarat 
for both phases of research, and data collection was complete within the proposed time frame (See 
Appendixes A and B).  
 
In accordance with the ethics applications, potential participants were contacted via a letter of 
invitation outlining the research area, its aims and requirements for involvement. Once a person 
agreed to participate, they were sent a detailed account of the research including plain language 
statement and consent form (See Appendixes A and B). The interview began with reiteration of 
the interview purpose and procedure, information on my background and research interests, a 
clarification of participants’ rights, and completion of consent form. In line with feminist 
methodology, once women agreed to participate they became known as co-researchers. Women 
had the opportunity to edit, erase or review cassettes during the interview. Whilst no co-researcher 
felt this was necessary, a few requested that the recording cease whilst a sensitive issue was 
recounted or that information from the interview not be directly quoted. Co-researchers were 
advised they could withdraw from the research at any time. At both levels, I conducted all 
interviews. At no stage was a research assistant employed to collect or analyse data.    
 
Due to the inherent nature of participants discussing issues/events which may be sites of struggle, 
there were ethical steps in place to deal with minor ‘emotional harm.’ The protocol set out in the 
ethics application makes clear that where co-researchers are visibly upset, interviews would be 
stopped and the opportunity of debriefing would be given. If participants were happy to continue, 
the interview would continue, if not, it would be terminated. Furthermore, the researcher would 
assist in identifying debriefing supports in the participant’s professional/social network. At the 
practitioner level, debriefing contacts for rural general practitioners were listed on the back-side 
of the plain language statement (refer to Appendix B). No significant ethical issues were 
encountered. 
 
In phase three interviews it was preferred that interviews were conducted outside of the practice 
for co-researchers’ protection (refer to Appendix B for letter of invitation) in terms of remaining 
anonymous and avoiding potential conflict between their colleagues. Most interviews were 
conducted away from the work setting. Five participants were involved in interviews at their 
workplace. However, all five interviews were conducted outside work hours. Three participants 
were the principal/owner of the practice, so risks were minimised here. The other two GPs were 
salaried workers. One GP felt settings outside of the practice, for example, at a restaurant or café, 
were less confidential because of her status within a small community as a young female GP. She 
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negotiated the interview to be held at a private setting at her workplace. The other GP lived out of 
town, and on the day of the interview was going into work to check hospital patients and 
nominated that the interview be conducted in the practice staff room. 
 
To provide confidentiality code numbers were allocated to interview tapes instead of participants 
names. Furthermore, I transcribed all tapes and removed identifiable information from the written 
transcript. Ethics clearance established that all published materials, as a result of this study, would 
present co-researchers’ narratives in a non-identifiable manner. Likewise tapes, transcriptions and 
notes were kept in a locked cabinet and data maintained in secure storage for a further five years 
and then destroyed. 
 
Due to the prominence of many activist profiles details of levels, specific position titles and other 
identifying features have been withheld. Code numbers have been eliminated from activist quotes 
to preserve the anonymity of participants, otherwise quotations may be linked up via code 
numbers given and participants may be identifiable by the chain of events being referred to. At the 
practitioner level, pseudonyms are used in place of real names to maintain a level of intimacy 
about the data and to maintain anonymity.   
 
DATA ANALYSIS  
Grounded theory underpins the analytical method of making sense of the data, by an inductive 
approach in which development of categories is grounded in the data. This method is a context 
sensitive, data rich exploration of the relationship between concepts. Grounded theory (Annells, 
2003; Glaser & Strauss, 1967; Schreiber, 2001; Strauss & Corbin, 1990) was used as the basis for 
conceptualising results according to the study objectives.  
 
Data analysis began after initial interviews and continued throughout the interviewing process in 
both phases one and two. Note-taking subsequent to interviews drew attention to areas of interest 
and contention. Writing notes, in particular, heightened my recognition of the sites of struggle, 
transition, contest and change in the women’s experiences, which aided the future direction of 
data collection in proceeding interviews. Thus, these observations were written into the interview 
schedule while still maintaining prompts that covered the main study objectives. Other important 
aspects of writing notes was in summarising the storyline of co-researchers, and recording 
thoughts about the data that are integral to developing emerging conceptual codes.  
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I immersed myself in the tape-version of each interview two or three times prior to coding data. 
This enabled me to appreciate the depth and intricacies of women’s experience and also to quickly 
locate like-incidents whilst coding data (Glaser & Strauss, 1967).  
 
Following transcription, data documents were loaded onto a computer-assisted qualitative data 
analysis program, Nvivo (QSR International, 2002) to manage the large amount of information 
rich data. Nvivo is useful to assist in coding, storage and retrieval of coded passages and 
transcripts, however, at all times the researcher drives the coding process – it is not an automated 
coding program per se.  
 
Data analysis was based around Schreiber’s (Schreiber, 2001) description of grounded theory. She 
advocates the use of three levels of coding consisting of open coding, more focused coding to 
develop higher categories, and then the integration of these around a core category. As the three-
stage process of coding was consistent at both phases two and three of the project, and in order to 
avoid repetition, an explanation of the coding procedure is described jointly. Examples of codes at 
each level are provided in table 5. Tools used throughout the process of grounded theory analysis 
were memoing, diagramming and techniques for theoretical sensitivity (Strauss & Corbin, 1990). 
These are described at appropriate points in the discussion.   
 
Table 5: Examples of relationships between codes, categories, and the central conceptual 
category.  
Coding 
Level  
Level I Level II Level II Level III Core Category 
Coding 
Name  
Open code Subcategory Category Theoretical 
Construct 
Central conceptual 
category 
How to speak 
the language 
 
Discourse Creating 
Legitimacy 
Inclusionary 
strategy 
PHASE 2 
PROJECT Mentoring 
women 
 
Empowering 
women 
Building a 
community 
Inclusionary 
strategy 
     
Art of 
listening, 
empathy 
Conversational 
style of 
practice 
 
Doing 
slow 
medicine 
Towards an 
enabling 
culture 
PHASE 3 
PROJECT 
Respect, trust, 
equality 
Flat work 
model 
Work 
philosophy 
& structure 
Towards an 
enabling 
culture 
 
ENABLING 
CHANGE
Part 1 Ch 3 Research process 
66 
First- level coding 
The first step of open coding (Strauss & Corbin, 1990) means everything in the data is ‘open’ to 
coding, and begins “from the ground up without taking off on theoretical flights of fancy” 
(Charmaz, 1995, p. 37; see also Strauss & Corbin, 1990). Coding at this level includes examining 
data, firstly line-by-line, paying attention to words, phrases and sentences and then in whole 
sentences or paragraphs. Another way to code is by the entire document. The decision on which 
variation to employ depends on the researcher’s analytic skill and the type of data collected 
(Schreiber, 2001). Initially I searched line-by-line as this is the most detailed level of analysis, and 
hence, the most generative (Strauss & Corbin, 1990). However, as open coding and constant 
comparison of incidents for similarities and differences continued, coding became quicker as 
existing codes were applied to new data whenever possible (Schreiber, 2001). This generated 
between thirty to over a hundred codes per transcript.  
 
Strauss and Corbin (1990) stress that labelling a unit of meaning (ie. word, phrase, sentence, 
paragraph or document) is about conceptualising rather than merely summarising the data. I was 
aware of this aim, however, in the initial phases the generation of descriptive codes were more 
common. This is the plight of a novice grounded theory researcher (Strauss & Corbin, 1990). As I 
moved on to code more data, a more abstract level of thinking was achieved, and conceptual 
coding was evident.  
 
Second-level coding 
Second-level coding begins as the first level of codes expands, and the researcher notices 
similarities between the identified concepts. The process involves “examining and collapsing 
codes into categories or higher level concepts” (Schreiber, 2001, p. 70). Strauss and Corbin 
(1998) refer to this process as ‘conceptual ordering’. This is the second stage of grounded theory 
development. Again, I used constant comparative method of analysis to group concepts together 
into categories. Categories are discovered through this iterative process, as first level codes are 
compared against each other, and against existing and incoming data (Strauss & Corbin, 1990; 
Schreiber, 2001). In this way, I moved the data from incidents to higher level abstractions called 
categories that “fit the data, work and are relevant for integrating into a theory” (Glaser, 1978, p. 
56; see also Schreiber, 2001; Strauss & Corbin, 1990). ‘Dimensionalising’ or defining a 
category’s properties and/or dimensions makes explicit the meaning of one category from another. 
Where categories were not discrete, further collapsing of and coding around the categories was 
necessary (Strauss & Corbin, 1990).   
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Naming a category was derived from: the data by choosing key words or phrases of participants 
that reflects the category – these are known as in-vivo codes; or from the researcher’s personal or 
professional knowledge base which conceptualises the meaning of the category (Strauss & 
Corbin, 1990; Schreiber, 2001). One other approach used to name a category, was to identify a 
concept from the literature that fits the data. This is known as ‘emergent fit’. Strauss and Corbin 
(1990) advise against coding prolifically from literature concepts, as meanings may not be precise 
and convey the ‘true’ context of the data.  
 
On reflection, I coded data at the first and second levels simultaneously. At all times I attempted 
to use in-vivo codes, or phrases close to the women’s voices that conveys the meanings of 
concepts and categories. At the end of the coding process I linked, collapsed or disregarded 
conceptual codes that are isolated or contained limited data that did not pertain to core categories 
(Strauss, 1987). I used constant comparison to examine emergent categories and further define 
subcategories, properties, dimensions and conditions etcetera which assisted in the write-up. 
Coding at two or three levels at the same time suggests data analysis is not a linear process as is 
characteristic of the dynamics of grounded theory analysis (Schreiber, 2001; B. M. Scott, 2003). 
 
Throughout the coding process attempts were made to use co-researchers’ words as in-vivo codes. 
Examples are: open codes – ‘fast medicine’, ‘I’ve tried to keep separate’; subcategories – 
‘conversationalist style of practice’, ‘everyone knows everything’; and categories – ‘Doing slow 
medicine’. Although ‘Doing slow medicine’ is not an in-vivo code, this label is derived from one 
woman’s description of male-centred practice (ie. fast medicine) in contrast to her practice style, 
reflected in women’s comments such as “I spend more time with patients” or words to that effect.  
 
Third level coding 
Schreiber (2001) describes this stage as theoretical coding, when data is put back together in new 
ways that define relationships between and among major categories. The emphasis is on 
integration of key, rich or revealing categories that are central to the research focus (Strauss, 
1987). The researcher formulates hunches about how categories are interrelated, and tests these 
through further data analysis (and data collection, though not applied in this study) by ‘moving 
back and forth between inductive and deductive thinking’ (Schreiber, 2001, p. 71) until the theory 
“fits, works and grabs” (MacDonald & Schreiber, 2001, p. 44, following Glaser, 1978, 1992). 
 
In this study, third level coding is the stage in the analysis when ‘conceptual ordering’ (Strauss & 
Corbin, 1998) moved to the next level of theory development. Level three codes were called 
‘theoretical constructs’ (Hutchinson & Skodal Wilson, 2001). Speziali and Carpenter (2003) 
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described steps involved in the emergence of core variables including a) reduction of categories 
and b) selective sampling of the literature. Literature is an important resource in third level coding 
as “through its correspondence with the real world, literature establishes an essential connection 
between theory and reality” (Hutchinson & Skodal Wilson, 2001, p. 233). 
 
The feminist poststructural framework described in chapter two was applied as the ‘theorising 
lens’ to view data, explore connections between conceptual categories, and discover the 
dimensions of the study (Schreiber, 2001). At this stage the goal was to find creative ways of 
integrating categories within a feminist poststructural theoretical perspective to meet the aims of 
research. Diagramming was an important tool in arriving at new ways of conceptualising data in 
relation to the ‘theoretical lens’. In phase two of the research (organisational level), categories 
were linked to the theoretical constructs of exclusionary strategies and inclusionary strategies 
(Witz, 1992). The constructs fulfilled research objectives as well as concepts that ‘fits, works, and 
grabs’ (Glaser, 1978, 1992) with emerging major categories. Sinclair’s (1998) framework was 
then used to assess the change process at the organisational level leading to identification of the 
central conceptual category of both phases two and three, termed enabling change.  
 
At the practitioner level, diagramming assisted in exploring and making explicit the major themes 
and discovering the connections between them. The concept map (see figure 3) provides a bird’s 
eye view of the data in order to see connections between concepts more easily, reduce superfluous 
codes and categories, whilst develop others that hinge on the major categories. This was useful in 
moving back and forth between the various coding levels. The next step was to relate the 
emerging findings at the practitioner level (phase three) to feminist poststructural thought using 
Sinclair’s framework. This involved the merger of major categories with a modified version of 
Sinclair’s framework that centred on the core category of ‘enabling change’. This framework 
titled, ‘The agenda for change model’ entails four stages which are theoretical constructs at the 
practitioner level. These stages are 1) ‘fitting in’, 2) ‘enlightenment/gaining insight’, 3) 
‘(re)gaining a sense of self’, and 4) ‘towards an enabling culture’.  
 
Theoret ical sensit iv i ty 
Theoretical sensitivity describes the researcher’s ability to ‘see’ the data in insightful ways by 
looking beneath their experience and beyond the literature (Strauss & Corbin, 1990). Giving 
meaning to data is inevitably influenced by one’s professional and personal experience, literature, 
a broad theoretical stance such as feminist thought (Wuest & Merritt-Gray, 2001) and other 
techniques in the analytical process (Annells, 2003; Strauss & Corbin, 1990). I was mindful that 
my feminist position and rural background would influence interpretation, and I see that the  
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Figure 3: Concept map of refining and developing relationships between emerging 
categories at the individual level (Phase 3) 
 
nature of knowledge is subjective (Sargent, Nilan, & Winter, 1997), therefore, I saw these as 
strengths and wrote myself into the research in the introduction to allow the reader to access my 
positioning. During first, second and third level coding, Strauss and Corbin (1990) suggest to 
continually ask the ‘who’, ‘what’, ‘when’, ‘where’, ‘why’ and ‘how much’ questions about data 
and emerging categories to gain a higher level of understanding. They outline four ways to 
advance the data analysis process, including: analysing a word, phrase sentence for new meaning; 
using the ‘flip-flop’ and ‘far-out comparison’ method for further analysis through comparisons; 
and ‘waving the red flag’ when over-generalising experience of participants (Strauss & Corbin, 
1990). These strategies I utilised at various times, in particular when I reached ‘analytical 
standstill’.   
 
Memos and diagrams 
Writing memos facilitates the data analysis by recording thoughts and interpretations of codes, 
theoretical directions, and also operational notes about interview questions or relevant literature 
(Strauss & Corbin, 1998). Diagrams and memos were part of the analytical process. Diagrams 
were an important visual aid to repesent the conceptual relationships that developed within and 
between categories (Strauss & Corbin, 1998). They were particularly useful in third level coding. 
Memoing is both an inductive and deductive process that occurred throughout data analysis. 
Memos were notes I wrote to: capture my ideas about meanings within the data, codes and 
Attuned to rhythms 
of local community 
life
  Maintaining 
distance/ self 
protection 
How do female GPs 
structure their practices in 
rural areas? 
Personal/professional 
interface 
Reasons for 
 choosing rural 
practice
Self  
understanding 
Local community 
engagement 
Slow practice 
Work 
 model 
Calling & vocation
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categories; record methodological decisions regarding the analytic process and where next to 
code; speculate on connections between data and emerging relationships among categories 
(Schreiber, 2001; B. M. Scott, 2003; Strauss & Corbin, 1990). Memos were recorded in a 
reflective journal that was an integral part of coding process through Nvivo, and was data in itself, 
that could be coded. Memos provided an important opportunity to conceptualise ideas about what 
was happening in the data at the time of analysis and at the write-up stage (B. M. Scott, 2003). 
 
Trustworthiness of the f indings   
The criteria for judging rigour of qualitative research has been well discussed in the literature 
(Lincoln & Guba, 1987; Sandelowski, 1986, 1993; Strauss & Corbin, 1990). In this study, the 
criteria of credibility (internal validity), transferability (external validity), dependability 
(dependability) and conformability (objectivity) of the data and findings is used to address the 
trustworthiness of the findings.  
 
Credibil ity   
Credibility was embedded within tape-recorded transcripts where co-researchers described their 
experiences, transitions, philosophies, perspectives, and perceptions of career experiences, activist 
roles and the family, work and organisational contexts. During the interviews, credibility was 
further enhanced by attentive listening and reflection on the participant’s words and meanings. A 
key tenet of feminist thinking is to accept individuals’ reality of their lives, on its own terms. 
Women’s views were captured on tape and obtained within a naturalistic setting that establishes 
credibility of the research. For verification, transcripts were reviewed and edited by co-
researchers. 
 
Transferabil ity  
In line with poststructural and grounded theory positions, the results cannot be generalised beyond 
the study sample. However, the sampling process offered a broad range of organisational and 
cultural contexts in which activists and women rural general practitioners work and therefore, 
provided rich descriptions of women’s experience across varying environs. However, application 
of the findings to contexts outside this research may not be relevant without further research.  
 
Dependabil ity  
The interview schedules, verbatim transcripts, management of data on Nvivo, and maintenance of 
the reflective journal provided consistency in the data collection and analysis. Furthermore, Nvivo 
is an accurate and inductive way to proceed with the data analysis, since codes and categories can 
easily be compared against each other via coding reports. These techniques provided a way for 
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subsequent researchers to examine and follow the sequence of events (Lincoln & Guba, 1987; 
Ross, 1997). Although confirmability has not been addressed by having participants review the 
conceptual development, grounded theory is a method that ensures the resulting theory is 
grounded in the data and is reflected in this thesis through co-researchers’ quotes accompanying 
the findings. Comparisons have been made with recent literature (Doyle, 2003; Lo Chin, 2003; 
McEwin, 2001; Tolhurst & Lippert, 2003; Wainer, 2001) and with research findings from other 
research studies with women professionals in leadership positions (see Ross, 1997; Sinclair, 
1998). In This Side of Doctoring (Lo Chin, 2003), women doctors provided personal narratives of 
their experience of working in medicine, and a number of these stories resonate with stages 
described in ‘the agenda for change model’. An example of the connections is given in Appendix 
B (see figure A2). Furthermore, as stated previously, findings have been presented at a major rural 
health conference and reports from women activists both during and after this event were positive, 
and confirm findings.  
 
Audit strategy 
During data collection and analysis, I met regularly with research supervisors and other doctoral 
students with expertise in qualitative methods. They have been a critical source of guidance and 
mentoring, in reviewing coding, analysis of categories, concept formation and development of 
emerging theoretical linkages with feminist poststructural thinking.   
  
SUMMARY  
A qualitative study design guided the research inquiry with particular use of feminist principles 
and grounded theory techniques. These qualitative perspectives are compatible with a feminist 
poststructural perspective because they emphasise the significance of everyday life, the rejection 
of value-free research and the familiar in new ways, thereby opening up possibilities of change. 
The research process involved three phases: firstly, a literature search to identify the problem; 
secondly, field work at the organisational level including seventeen in-depth interviews with 
women activists, event observations and a chronology of events and milestones in mainstreaming 
gender issues in rural general practice; and finally, field work at the practitioner level including 
thirteen case studies of women GPs in rural practice and general field observations. Using 
feminist and grounded theory methods allowed for the exploration of the lived experience of 
women as agents of change at the organisational and practitioner level in a way which values 
women’s voices, preserved their stories, and developed findings drawn directly from data. 
Qualitative data analysis techniques developed for grounded theory informed steps about how to 
proceed with coding rich and complex data. A feminist poststructural lens was used to guide the 
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‘theorising’ of conceptually ordered data and situate the results within a wider context of gender, 
agency, power and resistance constituted in the discursive field of rural medicine. 
  
PART 2 
Organisational change 
 
 
 74 
Chapter 4 
Surveying the landscape: Medicine and the place of 
rural women GPs 
 
… Mainstreaming issues for women in general practice … mean[s] ensuring that women’s issues 
are just not tacked onto the end of any discussion about general practice. This is the age of 
mainstreaming women GP issues. ‘Mainstreaming’ is mandatory. We want to move forward … 
to a situation and time when considering women GPs in the debate about general practice is a 
way of life. 
(Kilmartin, 2000, p. 47) 
 
OVERVIEW 
Part two, containing three chapters, presents study findings at the organisational level. This 
chapter provides an analysis of the chronology of key milestones and events that have increased 
the visibility and status of (rural) women practitioners in Australia. Chapters five and six relate to 
the findings of interviews with women activists at the organisational level.   
 
This chapter addresses the research question: How has the recent history of medicine affected 
women’s agency to influence the dominant discourses of medicine and rural general practice, and 
to what extent have organisational developments advanced the needs and interests of female rural 
GPs? In response to this research question, key developments of change over the past one hundred 
years are examined, with particular attention given to the place of rural women GPs within the 
organisational and cultural landscape of medicine over the last decade. These developments are 
analysed through Sinclair’s (1998) organisational change framework to assess the extent to which 
rural medicine is changing to accommodate the needs and interests of female general 
practitioners.  
 
In the first section of this chapter, I describe the development and limitations of the chronology. 
Secondly, I provide a rationale for using Sinclair’s (1998) organisational change framework to 
assess gendered change within the medical culture. Then I present the main analysis of the 
chronology, and finally, I provide a summary of chapter four. 
  
DEVELOPMENT OF CHRONOLOGY 
Through the process of identifying a potential pool of activists to interview, information was 
gathered on events and initiatives involving the work of women activists (although not necessarily 
the activists who had been interviewed). This documentation formed the basis for developing a 
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chronology together with other information on events instrumental in supporting pressures for 
change in the rural medical profession. A copy of the chronology of milestones/ events for 
mainstreaming issues of women GPs in rural practice is provided in Appendix C. The chronology 
is not a historical analysis such as those by Willis (1983) in Medical dominance, or Witz (1992) in 
Professions and patriarchy, rather, the aim is to chart the significant milestones of 
‘mainstreaming’ issues of women rural GPs and focus on particular developments since the 
1990s. The chronology is not exhaustive but a work in progress, and inevitably will miss some 
important milestones, particularly those which are less visible, or unpublished, that may have 
been a step along progressing the initiatives, events and activists’ efforts outlined here. Nor is 
exclusion of some items, intended to imply irrelevance or bias, rather, it is a matter of what was 
available at the time of research.  
 
ANALYSING GENDER CHANGE IN THE RURAL MEDICAL CULTURE  
The purpose of this chronology is to provide a timeline of key developments of change in relation 
to the extent to which gender issues in relation to female GPs have been ‘mainstreamed’ in the 
rural medical field. The term, gender mainstreaming, originated in United Nations (UN) policy 
documents implying that ‘mainstreaming a gender perspective’ in the UN systemic structures be 
performed (Nobelius, 2004b; United Nations [UN] Commission on Human Rights, 1996). The 
UN definition of ‘gender mainstreaming’ when applied to the context of rural medicine means 
that gender concerns be integrated into the analyses, formulation, and monitoring of policies, 
programmes and projects with the object of reducing inequity (Nobelius, 2004b). The general 
argument viewed here and held by many activists is that when female rural GPs issues become 
mainstream issues, their issues will be less marginalised, more influential, and ensure equitable 
solutions in the ways medicine is taught, understood and practised (Jorgenson, 2000; Nobelius, 
2004a). In a recent electronic discussion group ("Gendermed discussion forum", 2004) involving 
women doctors and gender-med educators, this perspective was echoed in one subscriber’s advice 
to a young women medical student struggling with her undergraduate hospital training: 
 
Be ready [to] be told:  “that we don’t help anybody much” and “we don’t teach anybody well” in medicine. 
Some of us try to contradict these ‘truths’ but aren’t mainstream and visible ‘part of the system’ but I can 
assure you that we are alive and thriving ‘alongside’ the medical world. 
 
From this standpoint, the chronology may be seen as identifying particular milestones within a 
one hundred year time span, that has been part of developmental work to building the 
organisational front, evidence base, policies and therefore, a solid argument to move forward 
those issues that currently remain alongside the mainstream (as do women doctors), to a time 
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when they are embraced by the medical world in full. Changes must consist of a shift in attitudes 
to value more diverse ways of knowing, doing and learning, and “a re-think of masculine patterns 
of power” (Sewell, 2002, p. 39).   
 
Yet Sinclair (1998) notes that change will not take place until we deconstruct the masculine 
images of current organisational cultures. As theorists of gender and organisational change argue, 
institutions, particularly medicine, are profoundly gendered (Pringle, 1998; Savage & Witz, 1992; 
Sinclair, 1998). Despite the increasing number of women entering this historically male institution 
this profession continues to perpetuate male dominated structures and functions (Durey, 2004; 
McEwin, 2001; Pringle, 1998; Schwarz, 2003, March; Schwarz & McDonald, 2004, December; 
Wainer, 2000a). The medical profession is being challenged to shift from its traditional discourse 
of masculinity to one of diversity (Shannon & Richards, 2001; Sinclair, 1998). Furthermore Rudd 
and Steed (2000) comment that this “new paradigm requires the profession to organise itself in 
new ways, with new types of leaders and managers who enable, coach, facilitate and empower 
individual members of the profession” (p. 204). What is required is a comprehensive assessment 
of the culture of medicine (Wainer, 2000a). Sinclair’s (1998) organisational change framework, as 
described in chapter two, is used as a heuristic device throughout the part two findings to examine 
the developments of change with regard to the place of women rural GPs in the organisational and 
cultural landscape of medicine.  
 
Table 6 provides examples of cultures of medical organisations as they may appear at each stage 
of Sinclair’s’ framework. The framework assesses the extent to which the medical culture has 
shifted its focus on changing individual women to changing its organisational culture (Blackmore, 
1999). Characteristics/ideologies of each stage are identified from real cases that accentuate those 
distinctive features of the various stages (Giddens, 1993). Information from this table was sought 
from field observations, analysis of documents, and women’s remarks about the rural medical 
profession including those stories told by activists about their efforts to improve the present 
culture for women, in this and other policy and research material. To set the context for surveying 
the medical landscape, Pringle (1998) offers a provocative description of women’s place within 
medicine: 
 
The [medical] field itself should be understood as rugged and uneven, with hills and gullies, dangerous 
booby traps and tracks leading nowhere, as well as bunkers, lookout points and safe passages. …Power 
circulates throughout this field, in some places thinly and in others in thick coagulations which are 
represented by the teaching hospitals, the colleges, the academic departments and representative bodies 
such as the…AMA. (p. 24)  
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The following discussion “traces the movement [of women] on the periphery of the field and their 
attempt to occupy some of its more central points” (Pringle, 1998, p. 24) in relation to the recent 
evolution of rural general practice. Events discussed below appear in the chronology in Appendix 
C. 
 
Table 6: Features of the rural medical culture as examples of various stages of Sinclair’s 
framework  
 
Stage 1: Denial - No problem 
• Lack of recognition and acknowledgement of gender – gender blind/gender neutral 
• No gender analysis in research, policy or practice 
• Absence of women in structures eg. In academia & decision making positions 
 
Stage 2: The problem is women  
• Women must conform to existing male model of work. Women see themselves as the reason 
why they don’t fit in. 
• Perception that part-time doctors are not real doctors 
• Flexible and family friendly structures are not an option. Women doctors must be in camouflage 
ie. act as honorary male doctors and camouflage their family lives. 
• Change needs for women are outside the organisations scope 
 
Stage 3: Incremental adjustments 
• Women in minority on boards – women work within highly controlled medical hierarchy 
• Women rural GP interest groups on the peripheral of policy and practice decisions – not well 
funded for implementing projects 
• No real threat and easily marginalised 
• Tokenism 
 
Stage 4: Commitment to a new culture 
• Initiatives that make women visible present eg. Gender analysis and gender mainstreaming in 
policy, practice and education. 
• Enabling female friendly structures eg. Flexible work and training opportunities  
• Empowering women eg. Mentoring support & leadership training skills for women 
• Providing safe and supportive environments  
• Actively recruit women leaders eg. via personal approach & invitation rather than rely on the 
“pipeline effect” (Sinclair 1998, p. 18)  
 
 
SURVEYING THE MEDICAL LANDSCAPE AND THE PLACE OF RURAL 
WOMEN GPS 
History retold by feminist writers as ‘her-story’ highlights the mastery of women as healers in 
medical discoveries and in treating diseases otherwise thought incurable. However, much of this 
knowledge was lost during the dark ages and women healers were persecuted for their medical 
practice by both state and church (Bridgman, 2000; Wainer, 2000a; Wynn, 2000). Medical 
institutions jealously guarded their monopoly on medical knowledge and women were declined 
the right of education, so women’s “voice (and their healing knowledge) was effectively lost” 
(Bridgman, 2000, p. 111). 
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Exclusionary strategies were also used by the medical profession in nineteenth century Australia 
and Britain to ban all women from studying and practising medicine (Bridgman, 2000). In the 
USA, though some women practised medicine, they were resented for transgressing from a 
traditional nineteenth century women’s role based in domesticity as homemaker and childcare 
provider and faced limited access to medical training (Bickel & Clark, 2000). The historical 
struggle of women to enter the study of medicine continued through to the late 1900s. Research 
by Bridgman (2000) reveals gender discrimination in this era. For instance, in 1957 only one 
percent of Australian medical students in NSW were female, and in 1969 still there was a twenty 
percent limit on women’s entry into Australian medical schools. Even today, the underlying 
structures and attitudes of the profession reflect the past. For example, women are poorly 
represented in specialities, and as medical educators and decision makers (Bridgman, 2000; 
Sewell, 2002).  
 
This aspect of the medical culture was beyond, in a negative sense, the ‘denial’ phase of Sinclair’s 
framework. It was clear that masculinist discourses of exclusion within the history of medicine 
actively ensured that occupational closure to women was maintained (Witz, 1992). Indeed, a 
society which is structured around men is the predominant world view that has been around for so 
long, that it is often perceived to be a normal or natural or only way of things (Sewell, 2002). 
Bridgman critically argues that “[o]ur culture values the male way of perceiving and 
behaving…[this] is also where the power lies in our culture and as such shows great resistance to 
change” (Bridgman, 2000, p. 107). Despite the fact that women worldwide were largely denied 
any place in medicine before the twentieth century, in 1896 twelve medically qualified women 
founded the first all women’s hospital – The Queen Victoria Hospital in Melbourne, Australia 
(Bridgman, 2000).  
 
Further developmental work by women continued in 1919 at the inception of the Medical 
Women’s International Association (MWIA), held in New York. At this early stage, before the 
gender justice legislation (see Sexual Discrimination Act 1984; Affirmative Action Act 1986; 
Human Rights and Equal Opportunity Act 1986) and affiliated government positions were even 
thought of (Eisenstein, 1996; Sawer, 1999), the Association, involving women from nineteen 
nations, actively worked against gender-related inequalities in the medical profession including 
career opportunities and financial aspects. It was and remains committed to this aim and 
overcoming gender related differences in health and health care throughout the world. MWIA is 
the umbrella for all the national women’s medical societies and has international relations with 
the World Health Organisation, UNICEF and UN (MWIA, , n.d.).  
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In Australia, around the same time (March, 1921), the Medical Women’s Society of New South 
Wales (MWSNSW) evolved, and within the year founded and opened in January 1922, a Sydney 
hospital for women and their children, “officered entirely by medical women” (MWSNSW, , 
n.d.). Whilst faced with “entrenched and powerful opposition” in gaining government recognition, 
the Rachel Forster Hospital maintained its separatist ethos for at least four decades, and was a 
critical space in which women could pursue their medical careers – in a climate where “no other 
hospital afford[ed] this” (Harriet, 1923, cited in McCarthy, 2003, p. 266) because of the 
“continuing difficulties women faced in gaining access to hospital positions” (McCarthy, 2003, p. 
266). 
 
At the NSW Society’s beginnings, it became rapidly involved in forming an Australian branch of 
MWIA, known as the Australian Federation of Medical Women (AFMW) (MWSNSW, , n.d.). 
AFMW and its state affiliate’s current activities include social and professional development 
events for members, advocacy role for women’s and children’s health, mentorship programs, and 
an advisory role on work-related issues for women including the need for job-sharing and part-
time work (AFMW, , 2004b). In 2003, the Federation held a forum to address harassment and 
other inequalities in work and training. This was in response to a growing realisation that women 
are experiencing problems with many aspects of medical practice underscored by structural and 
cultural issues within medicine (AFMW, , 2004a).  
 
These important milestones were made ‘for women by women’, both as doctors and recipients of 
health care. The question is, though, despite women’s actions why do women continue to be 
undervalued and avoid the culture of medical leadership (ACRRM, , 1997)? It could be argued 
that women medical groups remain peripheral to the “central points” (Pringle, 1998) of the 
medical profession. Women are working on change however, systematic change must occur 
within the profession itself (Sewell, 2002, p. 38). Women’s medical organisations have vital 
resources and knowledge for which to assist the culture to move forward to stage four 
(commitment to a new culture). The danger is that medical women’s organisations can be 
positioned, like women’s groups have in the field of agriculture (Alston, 2000), as a separatist 
movement rather than part of the mainstream profession.. 
 
Pringle (1998) argues that the women’s suffrage movement and a rise of feminism in the western 
world is “inextricably bound” (p. 27) to the battle for entry to the medical field. She notes that it 
was a key aspect of the “claim for citizenship and had strong public backing from women’s 
organisations” (Pringle, 1998, p. 27). Along with rise of the women’s movement in the 1970s was 
the “breathtaking changes” (Pringle, 1998, p. 58) made by femocrats. These women appointed to 
Australian state structures during the 1970s to 1990s to raise the profile of women were defined 
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by Eisenstein (Eisenstein, 1996) as “a cohort of feminist women who became bureaucrats in a 
quest for social change…[who] helped change the gender landscape of their country” (p. xi). 
Supporting the argument for addressing Australian rural women GPs issues has been the 
establishment of the Office of the Status of Women (OSW) in the Australian commonwealth 
government by femocrats in the early eighties. Femocrats effected cultural change within the State 
from Sinclair’s (1998) stage one, ‘denial’, and stage two, ‘the problem is women’, by redefining 
women’s issues as mainstream issues. Their influence on the discourse of the State advanced 
women’s issues to a point where they were not seen as individual shortcomings but as systematic 
issues (Alston, 2000; Sewell, 2002). The significant milestones arising from changes pressured by 
the women’s movement and Australian femocrats are discussed below.  
  
In the subsequent five years, emerging from the women’s movement (Sawer, 1999) came 
Australian legislative milestones to eliminate discrimination and provide affirmative action (ie. 
Federal Sex Discrimination Act; Equal Opportunity for Women Act; Human Rights and Equal 
Opportunity Commission Act) and which demonstrated a change in public attitudes to strengthen 
the freedoms of women in public and private spheres (Probert, 1997; Sawer, 1999). It also opened 
up a new era in which women were on the Australian Commonwealth agenda. In 1988, the Prime 
Minister launched the National Agenda for Women based on the UN conventions on the 
advancement of women (OSW, , 1990), seen as a landmark achievement for women in the policy 
arena (Yeatman, 1990).  
 
The 1980s period of Labour governments at state and federal levels in Australia (Dalton, Draper, 
Weeks, & Wiseman, 1996), saw the women’s movement place greater emphasis on women’s 
status in the public sphere of Australian society (Probert, 1997). It was a time when entry of 
women into higher education and the labour force was increasing and more attention was given to 
adjusting the historical inequities of women (Probert, 1997). Societal attitudes were changing to 
some degree about the opportunities available for women. Women’s health policy and services 
were increasing (Pringle, 1998), and there was greater impetus to boost women representatives on 
various authoritative bodies, in government positions and rural organisations (Alston, 2000; 
Sawer, 1999; Tolhurst & Lippert, 2003) that are traditionally male-dominated. More recently, 
however, Sawer (1999) notes that the “structures for gender accountability” are being dismantled 
or run down due to the “discursive shifts within [Australian] government” (p. 50). 
 
Into the 1990s, the position of Australian public policies and social attitudes in relation to 
women’s status was at stage three of Sinclair’s model. Incremental adjustments allowed women to 
occupy more space within the public realm. This was occurring to rather than within the medical 
profession. Thus, male-dominated institutions like medicine responded to some degree to the 
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broader societal changes and changes within government by femocrats (Alston, 2000). In the 
coming decade Australian women were gaining prominence in the agricultural sector (Sawer, 
1999) and a few of the medical professions. For example, in 1994, Dr Heather Munro became the 
first female president at the Royal Australian College of Obstetricians and Gynaecologists, and in 
1995 the Pharmacy Guild held conferences and workshops for women pharmacists. In 1997, this 
group established ‘The Women and Young Pharmacists Committee’ to encourage women 
pharmacists in business ownership and increase women’s leadership on Australian national and 
branch committees (Caird, 2000). Furthermore, in 1997, a formalised working group (ACRRM, 
1997, , n.d.-a) for women in rural practice was initiated, nearly ten years after the Australian 
Commonwealth’s National Agenda for Women (1988). The establishments, events and milestones 
for (predominately Australian) women in rural practice, as presented in the chronology are 
discussed in more detail to follow. 
 
Rural communities’ conservative attitudes and values on women’s roles have prevailed 
throughout the twentieth century (K.-E. Allen, 2002; Alston, 2000; Dempsey, 1992; Little & 
Austin, 1996). Whilst masculinist discourses within the rural culture have positioned women as 
‘other’, in the Australian agricultural sector during the mid 1990s, rural women were gaining “a 
national identity” (Alston, 2000). This was evidenced by the National Agenda for Rural Women 
and Rural Women’s Unit (Department of Primary Industry and Environment) established in 1995 
by the Australian federal government. Both structures signified the changing roles of women in 
rural Australia (Alston, 2000; Tolhurst & Lippert, 2003). Initiatives led by femocrats aimed to 
improve Australian rural women’s status, recognition and representation in primary industries and 
in rural policies and programs (Alston, 2000; Standing Committee of Agriculture and Resource 
Management [SCARM], 1998; Tolhurst & Lippert, 2003). These reforms are noted by Alston 
(2000) as significant milestones in changes to the “discourse around women in agriculture” (p. 71) 
and highlight stages three (incremental adjustments) and four (commitment to a new culture) of 
Sinclair’s framework where gender equity is seen as a problem of the State rather than women’s 
problem. However, Alston (2000) questions the “lasting impact” femocrats have on masculinist 
discourses, citing the “fragile” state of women’s gains that appear in “times of crisis” then 
dissipate (p. 72). This factor, compounded by the discursive shifts from a change in government, 
noted by Sawer (1999), indicates the “precarious” (Alston, 2000, p. 72) nature of women’s gains 
and the critical role of state in either “advancing or resisting changes for women” (Alston, 2000, 
p. 73).  
 
The 1990s were a time where the Australian rural GP workforce shortages were at the forefront of 
the healthcare agenda, and there was growing attention to the changing demographics of general 
practice: that it is ageing and undergoing ‘feminisation’ (ie. progress towards a female-dominated 
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medical workforce) (AMWAC & AIHW, , 1996b). For example, in 1996, AMWAC anticipated 
that the changes in gender make-up would have significant implications for the rural medical 
workforce (AMWAC, , 1996). The 1990s onwards, was an era where regional and rural Australia 
received increasing attention from a developing group of stakeholders forming the field of rural 
health, as a result of rural health policy formation (see National Rural Health Strategy 1994, 
1996; Healthy Horizons 1999-2003) and partly through the establishment of The Australian 
Journal of Rural Health (Australian Health Ministers' Conference, 1994, 1996, 1999; Humphreys, 
Hegney, Lipscombe, Gregory, & Chater, 2002). The spotlight was clearly on reinvigorating rural 
Australia into innovative and sustainable communities (see Regional Australian Summit, 1999) 
and followed the opening of rural government service centres, rural clinical schools and university 
departments including incentives for doctors to work in rural and remote locations (Australian 
Rural Health Education Network [ARHEN], 2004b; DHA, , 2004a; Humphreys, Hegney, 
Lipscombe, Gregory, & Chater, 2002). Rural doctor shortages, coupled with the changing status 
of women in the workforce (Tolhurst & Lippert, 2003; Wainer, Bryant, Strasser, Carson, & 
Stringer, 1999, March), growing concern for gender equity and increasing feminisation of the 
medical workforce (AMWAC, , 2000), gave women activists the impetus and rationale to 
advocate for rural women GPs (Wainer, Bryant, & Nobelius, 2002; Wainer, Bryant, Strasser, 
Carson, & Stringer, 1999, March). As Wainer et al. (1999) argues, “[r]ural medicine is the point 
in the profession where changes stemming from the presence of women will be felt first and most 
fully” (p. 430). Women took the opportunity to move into medicine’s more central points. 
Tolhurst (2000, October) speculates that because rural medical workforce shortages continue to be 
problematic “the government is willing to fund new programs to recruit and retain women in rural 
practice” (p. 57) at national and state levels. Specific female GP research developments are 
discussed further in the review.  
 
Many new rural establishments, programs and initiatives to do with Australian medical education, 
training and practice mushroomed in the 1990s. Similar developments were happening worldwide 
in countries such as USA and Canada. A synopsis of relevant establishments and events over this 
decade are presented in the chronology. Whilst, for example, changes to medical education before 
this time were usually slow, Prideaux (2001) reports that drastic changes to medical education 
became necessary in light of critical GP shortages. Up to this point Australian medical training 
had failed to provide a positive rural practice profile, adequate rural practice training skills and 
adequate representation of rural students (Dunbabin & Levitt, 2003; Kamien & Buttfield, 1990a, 
1990b; Strasser, 1992). In the next fifteen years the Australian government made significant 
investment to implement a national medical education strategy geared towards attracting GPs to 
rural areas.  This was seen as the first multifaceted national approach of its kind in the world 
(Dunbabin & Levitt, 2003). On the premise that rural origin and rural medical exposure are 
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predictors of rural practice locations (Dunbabin & Levitt, 2003) the focus of initiatives was “to 
change selection criteria, overhaul the curricula, decentralize training to increase rural content and 
exposure” (p. 12) and provide scholarships/reimbursements for rurally focused students. In 1992, 
the first Australian rural health academic unit was established by Monash University in Traralgon, 
Victoria, with the vision being to improve rural health. This regionalised learning centre assisted 
in raising the rural profile, and provided training for medical students, research and links with 
other organisations about rural health (ARHEN, , 2004b). Since 1996, the staged establishment of 
nine other university departments of rural health (UDRHs) nationwide continued to encourage 
medical professionals to take up a career in rural clinical practice (ARHEN, , 2004a). Further 
funding from the government in 2001 established ‘The Australian Rural Health Education 
Network’ (2002) to link and support the ten rural clinical schools (ARHEN, , 2004a).  
 
Complementing the Commonwealth’s firm commitment to increase the number of GPs in rural 
and remote Australia was the involvement by State Governments, Rural Workforce Agencies 
(RWAs), Australian Divisions of General Practice (ADGPs), universities and rural communities 
in its national strategy (Dunbabin & Levitt, 2003). This included the establishment of a number of 
key bodies delivering local assistance to rural general practitioners including ADGPs in 1992 
(ADGP, , 2005) and Rural Workforce Agencies (RWAs) in 1998 (see Rural and Remote General 
Practice Program, 1998) (DHA, , 2005; Dunbabin & Levitt, 2003). The aims of RWAs are to 
provide support and training for existing GPs including support for medical families through the 
National Rural Medical Family Network (NRMFN) (DHA, , 2004b). Funded under the Rural 
Medical Support Scheme, NRMFN manages ongoing programs including community orientation 
initiatives, family activity and social networking events, telephone counselling service, 
educational bursaries, training for spouses, crisis/stress management and advice on childcare 
options (DHA, , 2004b; Dunbabin & Levitt, 2003). This type of support to overcome social 
isolation is recognised in national and international policy for rural women GPs as key areas for 
action (Jorgenson, 2000; WIRP, 1998; Wonca Rural Working Party, 2002, 2003). Divisions of 
General Practice (DGPs) also operate at the local community level providing professional and 
social support for rural GPs and encourage collaboration with other health professionals (ADGP, , 
2005; Kamien, 2001). There are many divisions that span across regional, and/or rural and remote 
locations of Australia. Not only have the Divisions encouraged GPs to work together and provide 
a collective local identity (Kamien, 2001), some DGPs run specific program and events that either 
“specifically target female GPs or are considered more oriented to female GPs” (Tolhurst & 
Lippert, 2003, p. 61). These have been important establishments in addressing female rural GP 
issues of isolation, social, family and professional support – providing vital linkages, business 
support and keeping abreast with the current demands of the health system (Doyle, 2003; Tolhurst 
& Lippert, 2003). New establishments like the DGPs do not have the inherent culture of male 
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structures like medicine. Women rural GPs have viewed positively their local divisions, one 
reason is their “apolitical nature” (Tolhurst & Lippert, 2003, p. 61), another reason is because 
DGPs provide support based on the local needs of female GPs and their families (Tolhurst & 
Lippert, 2003). This appears to be one organisation where features of Sinclair’s stage four are 
visible.  
 
In Australian medical schools, under the Commonwealth’s national medical education strategy, a 
critical mass was forming, discussing and planning new developments, with rural issues at its 
core. One of these developments was the Rural Undergraduate Support and Coordination 
(RUSC) Program (Dunbabin & Levitt, 2003; Wainer, Bryant, & Nobelius, 2002). From 1994 
onwards, this long-term strategic program made a significant impact not only on the rural focus of 
medical schools through increasing rural student numbers, establishing rural clubs, running annual 
rural academic conferences, and adding a rural component to medical curricula and clinical 
placements, but was the site where the importance of ‘gender mainstreaming’ in rural medicine 
occurred (Wainer, Bryant, & Nobelius, 2002). From this point, the intersection of gender and rural 
medicine grew in significance, with contributions from Australia aiding international 
developments in the area.   
 
The most significant outcome of the RUSC program, that was an important landmark in the 
history of ‘gender mainstreaming’ came out of the 1st National Undergraduate Rural Health 
Conference (1995), convened in Kalgoorlie, Western Australia, in which rural health students 
identified the need for systematic consideration by medical schools of the teaching about issues 
for women in rural medical practice (Wainer, Bryant, & Nobelius, 2002). The government was 
again prompted to “take action to fund change within the medical curriculum ... [particularly by 
the] ... changing sex ratio of the medical student body” (Nobelius, 2004c, History section, para. 1) 
and the shortages of doctors, specifically female doctors working in rural and remote Australia. 
From February 1996 to 2001, Monash University, a large Australian university in the state of 
Victoria, received Commonwealth funding to implement changes under the RUSC Project of 
National Significance: Women in Rural General Practice. The RUSC project curriculum unit 
which initially aimed to encourage female medical students to consider rural medical practice, 
was piloted in 1997, and was accepted in 1998 by Monash University into its core curriculum. In 
1999 at a National Medical Education Meeting, representatives from ten of eleven university 
medical faculties nationwide met to discuss the inclusion of a gender perspective in the curricula. 
At the 4th National Rural Undergraduate Conference (1999), held in New South Wales’ regional 
city of Wagga Wagga, rural health students strengthened their commitment to gender issues, 
evidenced by their recommendation put forward relating to increasing women as teachers and 
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including the gendered experiences of rural health professionals in the health curricula (Wainer, 
Bryant, & Nobelius, 2002).  
 
From 1999 to 2001, the project successfully identified “the champions” (Wainer, Bryant, & 
Nobelius, 2002, p. 154) to inject a gendered perspective into five additional Australian 
universities. These medical educators, who were described as “passionate and knowledgeable 
about issues for women as rural doctors or gender issues in medicine”(Wainer, 2003, p. 89) filled 
newly established positions as part of the gender mainstreaming to introduce gender issues into 
the rural medical curriculum. It was anticipated that other universities would follow suit (Wainer, 
Bryant, & Nobelius, 2002). This resulted in networking across medical schools and development 
of a critical mass in ‘gender mainstreaming’ ("Gendermed discussion forum", 2004). A 
burgeoning undercurrent was surging within the culture of Australian rural medicine to 
acknowledge gender. In 2002, the RUSC funding body made, ‘gender issues for rural doctors’, 
part of its core curriculum development aims. This change enabled all Australian universities to 
use RUSC core funding for teaching about gender issues (Wainer, Bryant, & Nobelius, 2002).  
 
Overwhelming in the chronology (refer to Appendix C) is a great presence of ‘groundbreaking’ 
work both nationally and internationally, over an eight year period from 1996 to 2003 involving 
the RUSC Project of National Significance: Gender Issues in Rural Medical Practice project team 
from Monash University (see "Gendermed discussion forum", 2004; Nobelius, 2004d; Wainer, 
1999, 2003; Wainer & Bryant, 1997; Wainer, Bryant, & Nobelius, 2002; Wainer & Nobelius, 
2004; Wainer, Nobelius, & Colville, 2002). Since 2001, Bryant, Nobelius and Wainer have been 
active in publishing this pioneering work so that it is available for immediate use in medical 
schools in Australian and overseas (Wainer & Nobelius, 2004). Alongside these curriculum 
milestones have been concerted efforts to raise awareness about rural women GPs, promote a 
gendered-med curriculum, and “identify and train leading academic and medical women…to 
argue its legitimacy” (Wainer, Bryant, & Nobelius, 2002, p. 143). Activists such as those involved 
in RUSC, were attempting to shift the culture from a position where gender went unrecognised 
and where women were the problem, to a position where they recognised the need for 
fundamental change, not just for rural medical women but medicine as a profession. The 
chronology overviews these events involving the RUSC team each year at national rural health 
conferences and national undergraduate rural conferences and at state and regional rural doctors 
conferences, and at international events up to 2003 (Wainer, Bryant, & Nobelius, 2002).  
 
In the final report (2002) for the RUSC project, the project manager notes that it has achieved 
“significant” and “far-reaching effects” in the emerging field of gendered medicine and concludes 
that the project is “foundational work for creating the discipline of gendered med” (Wainer, 
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Bryant, & Nobelius, 2002, p. 153). Wainer, Bryant, and Nobelius (2002) list thirty-four events 
involving members of the RUSC team in the delivery of workshops, the presenting of papers, and 
convening conferences and seminars. Women activists understood that to endorse the new field 
with any real conviction “it entails quite a cultural shift” (Nobelius, 2004d, para. 1), thus these 
“field building activities” were critical steps to “demonstrate validity and build theory” (Wainer, 
Bryant, & Nobelius, 2002, p. 148) to gain support and understanding from medical educators.   
 
However, in the broader scheme of things, these activities were part of pioneering work in 
identifying champions, building networks, collecting the evidence, writing papers, formulating 
policies, presenting at conferences, and developing the momentum and infrastructure required to 
mainstream women in rural general practice and issues for them (Wainer, 2004a; Wainer, Bryant, 
& Nobelius, 2002). These activists allowed greater agency for women to influence the masculinist 
discourse, “firstly by providing space for women to develop their own subjugated knowledge, and 
secondly by their influence [in structures of medicine] of which they were part of” (Alston, 2000, 
p. 51). The following material demonstrates how these women activists were modifying and 
influencing the medical system in relation to rural medicine. 
 
Work at the international level by the RUSC team led to some significant developments each year 
(Wainer, Bryant, & Nobelius, 2002). These developments are tabled in the chronology: 
• In September 1997, at the 2nd World conference on rural health (Wonca), Durban, South 
Africa, recommendations on women in rural practice are accepted by the conference and 
subsequently embedded in the Wonca Policy on Rural Practice and Rural Health (Wonca 
Working Party on Rural Practice, 2002)  
• In June 1998, at the Pre-Wonca conference workshop on issues for women doctors, held 
in Dublin, Ireland, prior to the main Wonca conference, the attendees propose to: form an 
international committee of women in medicine significant interest group and develop an 
international database of female doctors interested in working to bring issues forward.  
• In July 1999, at the 3rd Wonca conference on rural health, in Kuching, Malaysia, the 
Wonca policy on rural practice and rural health (1998) is endorsed by the Wonca 
Working Party on Rural Practice. This policy included five strategies recognising and 
supporting women. In addition, the establishment of Women in Medicine Significant 
Interest Group (WMSIG) was endorsed by Wonca. This group’s task was to ‘work up’ 
policies on gender issues for women doctors.  
• In August 2000, at the 4th Wonca world rural health conference, convened in Calgary, 
Canada, the policy document, Calgary commitment to women in rural family medical 
practice was developed, presented and accepted by the conference. The Women in Rural 
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Practice Working Group formed as a subgroup to the Wonca rural portfolio (Wonca 
Working Party On Rural Practice, 2004). 
•  In May 2001, at the main Wonca conference, the Calgary commitment was accepted by 
Wonca.  
• The outcome of the MWIA gender mainstreaming workshop, convened at Bellagio, Italy 
in December 2001, involving international gender experts from Australia, was 
development of an international gender mainstreaming manual to influence the culture of 
medicine by educating other doctors about gender to promote gender equity and equality 
in health and health care. The publication was titled: Training manual to incorporate a 
gender perspective in health and health care (MWIA, , 2002). 
• In May 2002, at the 5th Wonca world rural health conference, in Melbourne, women on 
the RUSC team were instrumental in gaining a strong coverage of women rural general 
practitioners on the conference agenda. Three main relevant outcomes were that ‘gender 
issues for rural health professionals’ was one of four major conference themes, the 
development of Wonca policy on female rural family physicians and the presentation of 
the policy to the conference.  
 
Whilst policy formation was developing for female rural GPs at an international level, from 1999 
onwards, ACRRM set the benchmark in 1997 at a national level, by publishing Women in rural 
practice policy (1997) as part of its prospectus (ACRRM, , 1997). This policy was co-authored by 
Jo Wainer (Wainer, Bryant, & Nobelius, 2002) who in turn authored the international Calgary 
commitment to women in rural family medical practice (Wonca WMSIG, , 2000) and co-
authored, the international Wonca Policy on female family physicians in rural practice (FRDWG, 
, 2003) in the following years. The mandate of both policies was for the support and development 
of practice, policy, funding and research initiatives that reflect the culture and challenges of 
women in rural practice in the key areas of recruitment, training, support, structure of rural 
medical practice, representation and leadership. 
 
Similar issues were identified in 1998 with the establishment of the Women in Rural Practice 
Committee (WIRP), a standing committee of the ACRRM board which recommended that 
strategies for rural women GPs must incorporate gender issues in undergraduate courses, improve 
women’s representation, make post-training flexible and accessible, and enhance the professional 
skills of women. As such the rural general practice field was the forerunner in developing policies 
not only for rural women doctors, but for women doctors overall. Yet “little evidence exists that 
these commitments are being addressed with great zeal” (Alston, 2000, p. 61). Possible reasons 
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why are explored in Chapter five, examining resistance to change from masculinist discourses 
embedded with the rural medical culture.  
 
Whilst these policies exist now within the structures of medicine they will remain rhetorical 
unless likewise the culture commits to inside-out change. For example, Ruth Stewart, Director of 
WIRP (ACRRM), a working group of the ACRRM board, sees the College culture is at Sinclair’s 
stage three because ACRRM falls far short of their commitment in the foundation policy to one 
third representation of women on all committees (Stewart, 2002). Stewart (2002) argues that, 
“without adequate representation of the female perspective, [the danger is] the College may 
unwittingly adopt positions of dissonance to those held by the female membership, with serious 
consequence” (p. 1). Recommendations are put forward in the discussion paper for a change of 
culture to move ACRRM to the equivalent of Sinclair’s stage four, ‘Commitment to a new 
culture’. One recommendation was to actively recruit women leaders through a personal approach 
and invitation, rather than rely on the strategy of waiting passively for the flow through of women 
leaders (Colville, 2000). This “pipeline effect” (Sinclair, 1998) is clearly a myth, as it assumes 
women will naturally progress to the top, when the “implicit rules and requisites of leadership” (p. 
18) are learnt by women. 
 
Prior to women’s action in ACRRM, there is little evidence that Australian medical colleges were 
developing reforms for women GPs or rural female GPs. In 2000, the president of RACGP, Dr 
Margaret Kilmartin, initiated a busy year of activity in attempts to mainstream issues for women 
GPs. Key events were the establishment of the RACGP Presidential Taskforce on Women in 
General Practice whose prime objective was mainstreaming issues for women GPs, and the 
establishment of the RACGP National GP Reference Group which was a wider consultative group 
to assist the latter group determine direction and activities. In October of the same year, under Dr 
Kilmartin’s directive, the RACGP organised a landmark conference to frame a national strategy 
for women in general practice, known as the St Hilda’s Resolutions. Twelve resolutions formed 
the basis of the national strategy identifying key areas for action for women GPs including rural 
female GPs, similar to those rural women GP policies developed nationally by ACRRM’s WIRP 
(WIRP, , 1998) and internationally by Wonca female rural GP interest groups (FRDWG, , 2003; 
Wonca WMSIG, , 2000). 
 
Of interest was the tenth resolution of the national strategy: “challenging the dominant medical 
culture: … so that women GPs are included rather than marginalised … research into gender and 
culture should underpin this work” (Jorgenson, 2000, p. 4). This resolution suggests that whilst 
inclusionary practices led by women activists were building an inclusionary discourse to increase 
the visibility and recognition of women in rural medicine, prevailing attitudes and strong 
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masculinized discourses within the structures of medicine continue to exclude women and 
maintain “women as the problem” (Schwarz & McDonald, 2004, December; Sinclair, 1998). 
Since Dr Kilmartin’s departure from the RACGP, as the first and only female president, personal 
communication with activist women report there has been no progress within RACGP to address 
the twelve resolutions. Furthermore, since the Women Rural GP Taskforce related to the 
presidency of the time, it concluded with Dr Kilmartin’s presidency. Whilst from 2000 to 2003 
the RACGP rural faculty conducted research and produced a resource kit under the Rural Medical 
Family Support Project to identify family support needs including those of female rural GPs and 
registrars (RACGP 2004), in general the culture within the organisation to date could be seen as 
tokenism – at Stage three, incremental adjustments.  
 
Despite findings that evidenced and forecasted a growing female medical workforce (AMWAC 
1996) and structural changes to make workplaces more equitable for women (Sinclair 1998), by 
the late nineties the knowledge base on mainstreaming issues for women in the (rural) medical 
profession was still relatively absent. In Australia, for example, only one research initiative had 
investigated rural general practitioner issues and only two research initiatives had been conducted 
and released about female GPs. Of these research projects, only one specifically identified issues 
pertaining to female rural GPs. The three projects are listed below.  
• Female Participation in the Australian Medical Workforce (AMWAC, 1996b) 
provided a profile of the female medical workforce from the 1994 labour workforce 
survey to assist the newly established AMWAC Female Workforce Working Party to 
report on implications and put forward recommendations (AMWAC & AIHW, , 
1996a).  
• The National Rural General Practice Study by Strasser et al. (1997) reported findings 
which established significant differences in priorities and preferences of Australian 
female to male graduates, noting that conventional models of general practice were 
not attractive to this new workforce.   
• Educational & Support Needs of Female Rural GPs (Tolhurst, Bell, Baker, Talbot, & 
Cleasby, 1997), was a pilot study which examined educational, social and 
professional needs of Australian female rural GPs. 
 
The research conducted by Tolhurst et al. (1997), was seen as the first of its kind in Australia, if 
not the world. Around this time, reform at the national level of general practice was taking place 
and reflected the needs of both rural practice and women GPs. For example, in the 1998 policy 
review of the General Practice Strategy titled, Changing the Future through Partnerships: Report 
of the General Strategy Review Group (DHFS, , 1998a), the review group identified rural and 
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remote health care as a main area for action, tabling eleven related recommendations. In 
acknowledgement of “the increasing proportion of women entering medicine, particularly general 
practice and the under-representation of women among rural general practitioners” (DHFS, 
1998a, p. 165-166) the report included recommendation fifty-nine: 
 
… that new strategies to support women rural GPs be developed at individual, practice, local, State and 
Northern Territory and national levels, in health service and community environments to improve 
recruitment and retention of female GPs in rural areas. (p. 166) 
 
Another important outcome of the review was establishment of the General Practice Partnership 
Advisory Council (GPPAC) to the Commonwealth Health Minister, and a new female working 
group of GPPAC, with the aim to implement recommendation fifty-nine. As such, rural women 
GPs in Australia gained representation at the Commonwealth level.  
 
In December 1999, the GPPAC’s rural subgroup established the AMWAC Female GP Working 
Party recommendations. From September 2000 to June 2001, to assist the party to carry out its 
task of identifying support strategies for female GPs, Dr Helen Tolhurst and Noela Lippert from 
University of Newcastle conducted “The national female rural general practitioners research 
project” (Tolhurst & Lippert, 2003). Based on a range of evidence including the national findings, 
the working party made twenty-two recommendations which were considered and endorsed by 
GPPAC in September, 2001 (RWAV, , 2002). Therefore, policy for female rural GPs was 
strategically positioned in Australian medical schools and medical colleges, and at the national 
and international level.  
 
The GPPAC recommendations for female rural GPs outlined four key areas for action: 
networking; professional support; flexible working arrangements; and flexible training 
arrangements. The working party prompted the Department of Health and Ageing (DHA), RWAs, 
DGPs, Australian Health Ministers Advisory Council (AHMAC), General Practice Education and 
Training Council (GPETC), the medical colleges including ACRRM and RACGP to be part of 
delivering the strategies (GPPAC Female Rural GP Work Party, 2002; RWAV, , 2002). Although 
the policy document in principle contained all the hallmarks of stage four developments, the 
cultural climate remains at Sinclair’s stage three because of inaction. For example, in chapters five 
and six, activists report on the inadequate funding and attitudes still resembling a stage two 
culture, that is, ‘the problem is women.’ Action is piecemeal at best.  
 
The chronology outlines subsequent events held by these and other organisations that are actively 
(or incidentally) addressing the four key areas of the GPPAC recommendations (GPPAC Female 
Rural GP Work Party, 2002). These subsequent events are displayed in table 7.  
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Table 7: Events (in Australia) subsequent to development of GPPAC female rural GP work 
party 2001 recommendations that address its key areas.  
Key Areas 
Networking 
• The National Rural Female GP Network Steering Committee was established in 2003 and has 
representatives from major GP organisations. The group’s principle task is to develop a 
national strategy to ensure a long term, sustainable female GP workforce. This includes 
addressing issues similar to those identified in the GPPAC recommendations, in addition to the 
areas of spouse and family issues, wellbeing of female GPs, and female locums.  
 
Professional Support  
• AFMW Forum on Medical College Regulations and Workforce Issues for Women Doctors, 
February 2003 addressed harassment and training issues, and other workplace problems 
faced by women doctors. 
• ACCRM National Teacher Training Workshop (2002) provided training on how to teach female 
doctors, titled ‘Teaching Women – Paving the way for the next generation.’ 
• Leadership for Medical Women, February 2003. Organised by AFMW and supported by the 
medical colleges, the initiative was designed to develop the leadership capability of medical 
women. 
• Mentor Program for Rural Female GP Registrars, August 2003. The program has been piloted 
and future intentions are to develop a model for a national mentoring program for female rural 
GPs, delivered by RWAs. 
 
Flexible working arrangements 
• Royal Flying Doctor Service: Rural Women’s GP service 2002. Women GPs visits fly-in fly-out 
more than 100 rural communities. Service delivers more flexible hours and less demanding on-
call for the GP. 
 
Flexible training arrangements 
• ACCRM and RWAV Scientific Forum, 2002. Workshop held on supporting female rural doctors 
through flexible practice management, and flexible delivery of professional development and 
training. 
 
 
In the wake of the first Australian study of female rural GPs by Tolhurst et al. (1997), which 
opened a new era in research about female rural GPs, it was not until 2000 that research activity 
continued in this area. The NSW Rural Doctors Network ran a state-wide survey with women 
working in rural practice within the state (McEwin, 2001). It was the first female specific state-
wide survey, which revealed masculinised discourses within government funded initiatives for 
rural and remote GPs. McEwin’s (2001) study highlighted male-centred practice policies and 
identified the need for new strategies to address women’s specific issues including flexible work 
practices. Similar surveys were then conducted in most Australian states during the period of 2000 
to 2003 as part of building a national evidence base on strategies required to attract women GPs 
and specialists to rural areas (Wainer, 2001; White & Fergusson, 2001; Roach, 2002). AARWAG 
compiled the information at the national level in 2002 and in December 2003 released the report 
titled, “Women Doctors in Rural Australia: workforce support strategies” (Doyle, 2003). It was 
the second national project of its kind after GPPAC endorsed the national project by Tolhurst and 
Lippert (2003). 
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Issues for women in rural general practice were mushrooming on agendas of a number of key 
Australian organisations including the medical colleges, and rural workforce agencies. In the year 
following publication of the Victorian survey (Wainer, 2001), RWAV held The Victorian Rural 
General Practice Conference, in Lorne, Victoria. The focal points of the conference were 
examination of the changing gender mix in rural practice, setting up female-friendly rural general 
practice, and making regional training more accessible to women. These areas were congruent 
with the actions areas put forward by GPPAC in the subsequent years and still remain relevant. In 
2003, ACRRM’s study of its female membership demonstrated that the “current status of women 
rural doctors” (ACRRM, , 2003, p. 3) has not changed. Despite efforts by women activists, 
government and medical organisations in the last ten years, the ACRRM study revealed that 
priority issues for women rural doctors continued to focus on the themes of: a need to recognise 
rural and remote medicine as a ‘professional domain’ (p. 4); recognition of women doctors 
contributions to practice and adequate remuneration to support this attitude change; flexible 
education and training structures; and need for a balance between professional and personal lives 
(ACRRM, , 2003). It is interesting to note, that whilst policy exists at a number of levels to 
support these and similar changes, the analysis of the chronology indicates that the culture of 
medicine and society in general continues to perpetuate myths rather than perceive that 
masculinist discourses drive current practice arrangements. These myths are firstly, that rural 
medicine is less prestigious (Smith, 2004), and secondly, that ‘women are the problem’ because 
they “may not be full time, or be proceduralists or have the capacity to take after hours or on-call 
or not be principals” (ACRRM, 2003, p. 26). Although organisations are discussing issues 
relevant to female rural GPs, there is less evidence of action (see for example, AMWAC, 2000).  
 
In 2003, through the initial ties with the RUSC funded project, women from Australian medicals 
schools continued to liaise with each other and with the international and national women’s 
medical groups, MWIA and AFMW on teaching about gender issues. Also in 2003, RWAV 
funded a CME Weekend for Female Rural GPs in Kyneton which was one of the first to be 
organised and presented by women for women and have RACGP and ACRRM accreditation. This 
activity resembles features of Sinclair’s stage four where medical organisations provide female 
rural GPs with women-friendly training structures.  
 
SUMMARY 
The findings in this chapter reveal the extent of gendered change within organisational 
developments of rural medicine for (Australian) rural women GPs. While exclusionary discourses 
within medicine are distinct in pre and early twentieth century history, they are still relevant in 
present day society. For example, McEwin (2001) highlighted that male-centred practice policies 
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are dominant within rural medical structures. In general, prevailing attitudes within medicine and 
society still value the male way of doing things (Sewell, 2002). 
 
Though women have been positioned as powerless by the gender order of societal and cultural 
practices, women are never outside of power (MacKenzie, 1992). Alongside male power 
structures, medical women from early twentieth century were forming alliances with each other to 
raise a collective identity to strive for equitable conditions for women doctors and for recipients of 
health care, particularly those disadvantaged. Whilst masculine discourses continue to dominate 
the organisation of society and much of public policy, women are not powerless to act and this 
chapter has highlighted women’s agency.  
 
Supporting the development of mainstreaming issues for women in rural general practice has been 
work by international women’s organisations, the establishment of women’s departments in 
government, and legislative changes (in the 1980s) that increased women’s status in terms of 
education and work opportunities. The 1990s led an era of changing medical workforce 
demographics, and there was a need to address, as a matter of priority, the rural doctor shortage 
crisis. This was backed with significant funding from the Commonwealth government. At this 
time, the intersection of rural general practice and the feminisation of its workforce pool gained 
importance. Women’s groups and women activists ceased the opportunity to argue for a shift from 
exclusionary discourses within rural medicine. A momentum for gendered change was 
developing. 
 
Gender-mainstreaming activities emerged and the main activities included: a gender-med 
curriculum which was injected into most Australian university medical schools; the establishment 
of female rural GP working groups; formulation of national and international policies; research 
about the profile and needs of female rural GPs; and building and raising awareness about the 
field via presentations of findings at conferences. Significant milestones by the women’s 
movement – particularly femocrats and the rural medical women activists specifically in gaining 
endorsement from international and national organisations for female rural GP policies and 
research, shows that women may reposition self as powerful as opposed to powerless.  
 
Most of the developmental work for female rural GPs in Australia has occurred over the last ten 
years. Most of the evidence of gender change is where women have been present within the 
organisations. Relevant work to date has been left to the women to do – thus, as well as the 
perception among many organisational cultures that ‘the problem is women’ so too has it been the 
belief that it is ‘women’s problem to fix’. Developmental work by activist women has been about 
developing the evidence, and building the dialogue and argument to put the policy and planning 
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stages into action, since this was pioneering work. To get to that position women have had to 
work strategically to obtain these wins by forming allies with other women and ‘creating an 
alternative voice of resistance’ (Altson, 2000). Examples of strategic work by women activists are 
outlined in chapter six. Dr Kilmartin’s short presidency at the RACGP is a good example of how 
women’s collaboration and their actions within medical organisations are seen as a separatist 
movement rather than part of the mainstream. The challenge is to ensure that commitment and 
motivation within organisations by others rather than just the women members, continues.  
 
Substantial work is yet to be done to implement the recommendations put forward in 
international, national and state policies and research for female rural GPs. The women-defined 
language in this policy and research material implies ‘Commitment to a new culture’ (Sinclair’s 
stage four). This will take a firm commitment from medical organisations. Due to the residual  
cultural and structural constraints underlying the present day rural medical profession, progress of 
gender change at best, can be seen at stage three, ‘Incremental adjustments’. Masculinist 
discourses operating in rural communities and in medicine continue to perpetuate the myth that 
‘women are the problem’ rather than looking at how these systematic structures have failed to 
incorporate gender equity solutions into relevant and achievable organisational programs.   
 
Organisational and cultural change can be either ‘outside in’ or ‘inside out’ (Sinclair, 1998). At 
present, the activists are working together on challenging the entrenched interests of medicine and 
building momentum for change. Their efforts as change agents, could be described as outside-in 
change – women viewed as the ‘unpredictable outsiders’ seeking to change male power structures 
(Kanter, 1977). Outside-in change generates backlash and increases resistance (Colville, 2000; 
Sinclair, 1998), as will be seen in chapters five and six examining the obstacles activists face and 
their strategies of change. What is more desirable is inside-out change – that requires changes to 
the core values and norms of medical institutions and its culture (Sinclair, 1998). However, as will 
be shown in the findings of women activists, this type of change is rare if not absent. It seems ‘the 
organisation of medicine remains strongly patriarchal’ (Schwarz & McDonald, 2004). 
 
In the following chapters of part two, presentation of the organisational findings from interviews 
with women activists are structured around the four stages of Sinclair’s framework. Chapter five 
examines the current exclusionary strategies within rural medical organisations. In particular, this 
chapter highlights how activist descriptions of the dominant culture reflect features of Sinclair’s 
stages one and two. In other words, how the masculinist culture of medicine is resistant to change, 
to allow for a more inclusive discourse. Chapter six focuses on women’s actions seen as 
‘expressions of agency’ (Rimmer, 2002). This chapter explores how women activists are 
challenging the current dominant masculinist discourses through their inclusionary strategies of 
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change. Chapter six makes visible women’s organisation of individual and collective tactics to 
pursue gender mainstreaming– their goal being to advance the rural medical culture to Sinclair’s 
stage four (Commitment to a new culture).  
 96 
Chapter 5 
Unearthing dominant discourses: Exclusionary 
strategies to gendered change 
 
At this point in time, medicine is a masculine construct and despite the increasing presence of 
women as doctors, very little of the women are having a major input either into the knowledge 
base of the profession, or the professional structures. 
(Activist, organisational level) 
 
OVERVIEW 
Chapter five is the second of three chapters in part two, presenting the results of research on 
organisational change within rural medicine. The previous chapter provided an overview of the 
discursive forces within rural medicine and more broadly in society shaping developmental work 
relevant to gendered change for rural women GPs. In contrast, this chapter and the next dig deeper 
into the rural medical landscape and provide a detailed examination of the current state of 
gendered change from the views of seventeen women activists working at the organisational level.   
 
The research question addressed in this chapter is: What are the current exclusionary strategies 
that reinforce the dominant masculinist discourses within rural medicine? As such, chapter five 
unearths the constraints on women’s actions emerging from activists’ compelling accounts of 
attempts to create gendered changes within organisational structures. In particular, I examine the 
dominant discourses in relation to Sinclair’s stages one (Denial – No Problem) and two (The 
Problem is Women).  
 
In the beginning of this chapter, I provide a brief profile of women activists. (A further expansion 
of activist background details is provided in chapter six). Secondly, I describe the nine 
exclusionary strategies uncovered during analysis of activists’ narratives and compare the findings 
to Sinclair’s framework. Finally, I present a summary of these findings, relating to the discursive 
masculinist practices of rural medicine. 
 
PROFILE OF ACTIVIST WOMEN 
The term, activist refers to “a zealous worker for a cause, especially a political cause” (Delbridge 
& Bernard, 1998, p. 10). What makes women stand apart as activists in this research is their 
dynamic involvement in rural general practice groups, institutions and events to advocate on 
behalf of rural women GPs from “a gender perspective” (UN Commission on Human Rights, , 
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1996). These activist women work at the organisational (i.e. political, bureaucratic and 
educational) level of medicine and within the field of rural general practice. Their present or 
recent past positions are related to rural general practice, rural medical workforce planning, 
research, medico-political organisations and/or rural medical education and training.  
 
Activist women are diverse in their strategic approach and their locality, but similar in 
background. Activists are situated Australia-wide with most living in regional or urban centres. Of 
the seventeen women, eleven are GPs who have practised or are continuing to practise in rural 
areas. Age reflected their life experience. Most women are over thirty five years of age, partnered 
or married, and have children. Two single women are in their late twenties and had taken up 
positions during their training, but are now moving on. In general, activists advocated for rural 
women GP issues from a position of understanding – ones which affected them on a personal 
note.  
 
I run up against exactly the same things that other women do and why women don’t run out to rural 
practice. You know, the family, the husband’s career, all those things that knock you around.  
 
The activist sample of seventeen women included those working in different spheres of the 
general practice industry and situated across the various tiers of influence at practice, community, 
organisational, state, commonwealth and international levels. Eleven activists work on 
‘mainstreaming a gender perspective’ (Nobelius, 2004a, 2004b) for women in rural practice as 
one part of their work brief, however, they often work above and beyond their normal workload to 
ensure this is so. The other six activists have committed voluntary hours, in addition to their 
practitioner positions to partake in working groups and committees, and in this capacity bring 
issues forward. Women as activists give willingly to achieve gendered changes. Their efforts as 
activists are motivated by their commitment to feminist principles, and/or a recognised urgency to 
take ownership of the feminisation issue in their organisation/or more broadly, and/or a heartfelt 
desire to make a difference for upcoming generations of female GPs in response to their own 
gendered experience of work or training. In chapter six, motivations for becoming activists are 
explored further.  
 
Most key activists are pioneers, being involved in many firsts, beginning foundational work with 
gender issues, research, policy and curriculum in Australia and on the international platform. A 
few activists have a history in social justice and advocacy for women’s health and have moved 
into the rural general practice industry, integrating these principles into their work. Whilst gender 
change is still relatively new in medicine, key activists identified ‘agenda for change’ work 
spanning across almost a decade, although it was more common for women to have been involved 
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for less than five years. Five women had resigned from, or intended to resign from their current 
activist positions. Since their resignations, three of these positions have folded, which to some 
extent emphasises the fragility of maintaining the pursuit of gender change on organisational 
agendas and the ease at which they are abandoned. Indeed it points to organisational lack of 
ownership when the actions/efforts of resigning activists are not handed over, followed through, 
or their positions merely dissolve. It also highlights the fact that these positions are not 
institutionalised.  
 
Activists vary in their visibility, contributions, positions, power and influence on decisions and 
status. Not all women considered they qualified as key agents of change, but rather, “I carry the 
agenda for change within my brief and see this as one of my roles”(activist comment) or “I don’t 
consider myself to be anything more than a rural doctor trying to do a good job” (personal 
communication, October 24, 2002). Women were modest but passionate, willing to vividly 
describe events and giving merit to the involvement of women colleagues. For example:  
 
People like [name of activist] are just great because they’re like, they’re like dogs, they will never let go. 
And they push and push and push. It’s like, “Well hey, we don’t have that ability.” Or may be we do but 
we’re just too scared to use it.  
 
The degree of knowledge, experience, confidence, power and influence among activists varies 
according to their spheres of involvement, and reveals a typology of activists, indicated by italics 
as they are described below. Some activists, for example, are more experienced in strategic skills 
and thinking, whilst others are ‘insiders’ and have greater leverage on authorising bodies. Drivers 
play a lead role (described in the above quote), whilst other activists at various points are seen as 
managers and supporters. Others newer to the game are novices, and those exerting only a low 
level of activism are interested onlookers/listeners who are potentially sourced by activists to 
become more involved. Refer to Appendix A for further details.  
 
EXCLUSIONARY STRATEGIES 
Exclusionary strategies define current dominant patriarchal discourses and practices embedded 
within the organisational sphere of rural medicine which confines the actions of women activists. 
Exclusionary strategies include the male-defined belief systems, power structures and 
masculinized interests in rural medicine that are deeply entrenched and strongly resistant to 
challenge and change. This is evidenced by activists’ assessment of gendered change within rural 
medicine, typically described as “scraping the surface” (activist). This chapter emphasises the 
pervasiveness of dominant discourses, how dominant values and knowledges are (re)produced 
and maintained, and why alternative ways are absent. In particular, it focuses on exposing those 
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dominant discourses within rural medicine that are oppressive knowledges, so that they might be 
opened to challenge and thus to change (Cheek, 2000; Davies, 1991; Gavey, 1989; Hardin, 2001).  
 
Findings of ‘exclusionary strategies to gendered change’ are derived from interviews with the 
seventeen activist women and are discussed in order as they appear in table 8, from most to least 
frequently mentioned. Where relevant, I draw on field notes from activist interviews, women’s 
gatherings, and consultations with staff in relevant key bodies, to further illustrate particular 
aspects of the findings.   
 
Resource intensive 
Sixteen of seventeen activist women alluded to the resource intensive nature of gender equity 
change, in part due to the other exclusionary strategies. The pioneering nature of activists’ work 
means they are ‘ground breakers’, and subsequently, the agenda is at the stage of building a body 
of knowledge and resources (Wainer, Bryant, & Nobelius, 2002) including “how to get actions 
passed” or “how to do these things” (activist comments). Women who are activists are very 
reliant on the wisdom and experience of other activists, and many learn by a process of trial and 
error, including ‘knock-backs’ and belittling.  
 
The female community as a broad body of people, who are experiencing the issues or who are interested in 
changing the issues, are just finding themselves, and finding some safe ground ... partly because of the 
safety issues, and the marginalisation and all the rest.  
 
Activists found it resource intensive to pursue gender change because of difficulties in finding 
adequate funding, the all-consuming culture of medicine, the resistance to alternative ways of 
knowing and doing, the inaction and lack of support from the male hierarchy, and the need to 
argue for its legitimacy whilst maintaining a credible profile (Schwarz & McDonald, 2004, 
December). For example: 
 
Medicine’s a culture that doesn’t allow a lot of time for self-examination and self-reflection. You have to 
on an individual level, learn to survive. But looking on a broader picture, actually hey, I’m part of a group 
of women suffering this. Yeah that’s right, the penny takes a long time to drop.  
 
These things take longer than recognition to correct  ... I mean they do take a huge amount of effort.  And I 
mean female rural GPs don’t have the support of [a rural medical organisation] yet, although they claim to 
support female GPs.  
 
So have you been able to implement any of these strategies at this stage?  
Well I mean we don’t have any specific funding ... a lot of the issues are very difficult to deal with unless 
you’ve got specific funding to go and do something for it ... 
Part 2 Ch 5 Unearthing dominant discourses 
100 
Table 8: Exclusionary strategies to gendered change  
 Number of 
activists a 
 
• Resource intensive 16 
Lack of time and energy -Gender change left up to a few over-committed activists.  
Difficulty in gaining adequate resources. 
Lack of knowledge/skills about women from a gender perspective. 
 
• The creation of the amorphous genderless person 14 
“Gender is an invisible question” to the dominant culture (gender blind). 
“Doctors first, women second” – female GPs identify with medical culture, not 
gender. 
Dominant culture feels threatened by gender issues – exposing gender differences 
perceived as destabilising professional solidarity. 
Female rural GP issues are subsumed under generational and/or generic rural GP 
issues. 
 
• The dominant culture’s point of view 14 
Entrenched attitudes and ideologies eg. Devaluing of women as doctors and 
unsupportive of them. 
Traditionally male focused work ethic and approach. 
Male defined knowledge base/and professional structures. 
Male-centred policies. 
 
• The medical hierarchy 14 
Male controlled medical organisations/senior faculties of medicine therefore, 
necessary to “get people [men] on side to create changes. 
Women feel vulnerable to marginalisation/lack autonomy. Projects about women are 
marginalised – “Esoteric”/”Outside our scope”. 
Lack of women in decision making as leaders, mentors and role-models. 
Activists as handmaidens/ bearing the ‘female load’ for female issues. 
 
• Protecting status quo 11 
Medical organisations negative attitudes to change projects including stalling for 
time, slander/hijacking, limiting access to power. 
‘Very blokey paradigms’ allow for no alternative discourse and perpetuate absence 
of women as in leadership positions. 
 
• Dilemmas in managing an activist profile 9 
‘Tread carefully’ – pressures to conform to dominant discourses otherwise face 
exclusion/ isolation/ “be de-legitimated”. 
Hide a feminist approach/ discuss in a way that is safe/ acceptable or otherwise be 
seen as a “crazy-soap boxy kind of person”. 
Not to be seen as “doing a phenomenal job” otherwise potential women activists will 
not fill leadership positions. 
 
• Loss of momentum 9 
Timewasters and overcautious dominant attitudes. 
Dissolving women’s positions. 
Things come to a grinding halt or are conveniently lost. 
Diffusing project results. 
 
• Lack of ownership  6 
“No-one owns it enough to do it” – Non-commitment to agenda of change by 
organisation as a whole. 
Denial or disbelief of need for gender change – resistance/apathy within dominant 
culture. 
 
• Political (dis)interest 5 
Competing political agendas – “inside the GP field, it’s so politically divided”. 
Lack of understanding in government of critical issues for rural GPs/female rural 
GPs. ie. Medical indemnity crisis, service provision, female rural GP initiatives. 
Competing priority issues on Commonwealth (rural) health agenda according to 
interests of those in power 
a Number of activists whose comments reflected strategies identified. Total number of activists interviewed is seventeen.  
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The efforts and opportunities of women activists to affect change are constrained by masculinist 
discourses reinforcing an organisational culture at Sinclair’s stage two – that ‘the problem is 
women’. Indicators of resource intensive nature of gender change include the personal toll on 
individual activists, lack of funding and ownership from medical organisations, and lack of formal 
positions for women to enable action. Resources to push the agenda not only from the voluntary 
work hours of women GPs, but specialised positions in the administration and implementation of 
change projects are inadequate, as one activist in a voluntary position highlighted:   
 
You were interested in how I personally was able to promote it. It was like I felt I couldn’t ... in terms of 
feeling like I had a lot of ideas, [but] no time, and no energy and no money, and no time to organise the 
money. 
  
The sentiments of activists point to masculine discourses which are inflexible to embedding 
gender change within organisational aims, curricula and agendas. There is an absence of real 
support, rather, it is tokenistic like Sinclair’s stage three (incremental adjustments) making change 
so resource intensive. Without constant and concerted efforts by a small group of overcommitted 
activists, the gender order of medicine “render[s] individual attempts at resistance impotent” 
(Alston, 2000, p. 47). Whilst passionate about issues for women, finding time and energy is 
difficult for a number of reasons. Firstly, the resource intensive nature of gender change requires 
much resilience to withstand the physical and emotional costs involved.  
 
[Women activists] have tried to infiltrate [at the organisational level] and I am not sure how well that’s 
worked for them ... but I think it’s very difficult and it often takes a great toll on the people involved.  
 
I just think well maybe there are some other women around who are the solution, but I don’t think I’m the 
solution. It would be nice to think I’m a key player and an advocate of rural women in general practice, but 
I’m too tired ... certainly I’ll stand up and say my piece if ever anybody asks me, there’s no doubt about 
that, but in the end it’s the women who are doing it, who are the major players. But they’re too busy to 
come out and tell you how hard they’re working, because they are doing more than one role. They’re not 
just doctors.  
 
Furthermore, activists revealed that on a number of occasions there was no hand-over of projects 
because most had been implemented by passionate individuals and the organisations have not 
taken ownership of female rural GP issues as integral to their agenda. Secondly, activist women 
have other priorities in their lives including balancing work (ie. being a GP) family, and earning 
an income. Women saw the difficulty for individual female practitioners to become potential 
activists due to these priorities, citing their own heavy involvement on boards and committees, at 
local and national levels. Furthermore, juggling more than two or three extra work or home 
commitments was not unusual.  
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Whilst those women [female rural GPs] were committed, they were also really overworked. That they were 
both in general practice, had family commitments, you know, all the things that go along with a women’s 
lot.  
 
So there are certainly a lot of people around with a lot of experience who are very happy to share that 
experience but are pretty worn out and already over-committed ... and the only sort of relevant part of that 
worn out is that they’ve been banging their head against the walls for years. And to see somebody coming 
in with a bit of energy, they get excited by it. That’s encouraging. And they don’t tend to look on it as 
ignorance and naivety which is nice. 
 
At a point, when women activists find themselves overcommitted or move to another stage in life, 
women may relinquish their activist pursuit. One rural GP activist, looking to find a better balance 
in her life comments: 
 
So I’m rationalising. And I was on [a rural doctors board] as well as the Divisions of General Practice ... 
but I’m looking for somebody else to take on that position as well. You can’t just keep going and going and 
get too much. So you have to have a bit of time for family, and a bit of time for the fact that you’re living in 
a rural area rather than going away all the time.  
 
Activists’ views pointed to a system in which the women, and not the organisational culture, are 
compelled to make the commitment to achieve gendered change. The discursive attitudes of “the 
problem is women” meant that the women would have to remedy the rural medical culture rather 
than the profession, in creating less competitive, less hierarchical structures and more inclusive 
settings. Increasing women in leadership, and motivating others to become activists were issues of 
major concern.  
 
I think there would certainly be ways of making it easier for [activists] such as myself, and it would be nice 
if there were some female mentors out there. ... But that requires time and effort as well.  
 
But if the actions not coming ... the way to respond is to get more women in positions of power, more 
women on committees, more women on councils, more women in parliament. And, and it always comes 
down to why aren’t the women there?  
 
The activists saw that women, particularly as GPs, need mentoring, leadership and negotiating 
skills which are vital in playing the game in a “blokey paradigm”:   
 
The thing is that you need women who are…strong enough to take the knock backs. Because they’ll be lots 
of knock backs and lots of put downs. ... And I’ve seen it happened to some very impressive women, just 
basically shut down. And you go, “Well gosh, if they can do that to her, who am I?” I think there’s a lot of 
well ‘Who am I?’ “I’m just a woman, I’m just a GP...” And a lot of that again, is the socialisation that 
we’ve always had.  
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Clearly, the pursuit of gender change is resource intensive because of exclusionary attitudes to 
alternative ways of knowing. At least four activists privy to sociological discourses saw that the 
medical professions’ lack of understanding of links between gender relations, power and 
discourses disadvantaged the advancement of women’s work. As one activist highlighted: 
 
It’s rare I think to find people who’ve had time to engage with those other discourses to know how to draw 
on them. ... [T]he social political discourses get marginalised and those are the things [the medical 
profession] don’t get around to coming to terms with ... because they tend to be dominated by the 
management and economic discourses ... So in that sense, I think, maybe it’s why the females have felt it’s 
been very hard to get in there, because they haven’t had that clout to back it up with ... it’s a very difficult 
community and people to mobilise.  
 
Central to this problem is the distrust of a feminist perspective by a majority of the medical 
community. Struggling to maintain a ‘feminist agenda’ in traditionally conservative organisations, 
activists feel their own work is hampered by powerful masculinist values and practices which 
exclude any attempt to impart feminist objectives. Furthermore, many women GPs, like rural 
women generally (Alston, 2000) lack knowledge of and commitment to feminism. Activists saw 
that medical women’s lack of confidence to participate in activism stemmed from pressures to 
conform to conventional discourses in medicine which have been established through a strong 
enculturation process: 
 
But I think [gender change is] a very hard thing to put forward to people. There must be a lot of 
psychological and cultural barriers there ... I guess it comes back to what I was told at the beginning, 
“Don’t mention the feminist stuff” ... that’s a reflection of those cultural barriers, and the extent that they’re 
endemic and entrenched in the culture. They ... feel unable to speak up, or because it is going to take such 
effort and such time and they just don’t have those things, cause they’re already overworked or whatever.  
 
The dominant discourses are powerful constraints against progress towards a commitment to a 
new culture which is more inclusive of diversity, and therefore, is not surprising that change is 
slow and arduous.  
 
The creat ion of the amorphous, genderless person 
The creation of the amorphous, genderless person [doctor], as it suggests, is where women’s 
absence goes unrecognised. This kind of cultural closure was apparent in the remarks made by 
fourteen women activists. This exclusionary practice is found in organisational cultures bearing 
resemblance to Sinclair’s stage one, denial. In traditional male-dominated professions, such as 
medicine, this problem is “endemic”, because they are not only gendered in nature, but gender-
blind (genderless) in character.  
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The interplay of how medicine is highly gendered, yet simultaneously genderless requires further 
examination. Gender is central to the conceptualisation of medicine due to the historical 
dominance by men in the developments of its professional knowledge-base and structures. Within 
the profession because masculinity is viewed as the ‘norm’, gender is taken-for-granted. Therefore 
while gender is ‘present’ within medicine, notions such as ‘genderless’, ‘neutrality’ and ‘gender-
blind’ refer to the ‘absent’ ideology of the profession to disregard gender and its implications for 
the organisation of medicine.  
 
Activists reported their concerns for the pressures mounted on women to operate as “honorary 
men”. One activist explained that female medicos learn to camouflage their sexual identity and 
see themselves as “doctors first, women second.” A poststructural analysis suggests the dominant 
masculinised discourses of medicine have a disciplinary effect on the identity formation of 
women (Biklen, 1995) and limits other possible ways of behaving and seeing. Through the 
process of “acculturation ... the tough masculine culture ensures that [women] ... remain victims 
of the system which [men] have created, who have been thoroughly educated in how to become 
honorary men” (Bryant, 1997, p. 3). This process begins as medical students where they are 
focussed on developing their identity with the medical culture (in effect denying their gender) 
(Wainer & Bryant, 1997). This view is supported by Quadrio’s (1991) examination of women in 
medical training.  
 
Several women identified a lack of gender awareness amongst medical students, reflecting 
gender-blindness within the culture of medical schools and pointing to Sinclair’s denial stage:  
 
Yes, I think what I am seeing is, the students ... [even] through to the final year of the course ... don’t see 
what the gender issues are or they like to think there are no gender issues.  Because they haven’t had any 
direct impact themselves. I mean they’re in a course with equally as many females as male students, they 
don’t see many senior female academics or role models, but they don’t consider that yet I don’t think ... But 
most of them are just looking at their career as a sort of amorphous, genderless person [italics added]. And 
I guess that’s a naive position.  
 
The majority of medical students and medical women will not question their profession because 
of strongly entrenched positions of gender neutrality and powerful pressures to conform (Beagan, 
2000; Wainer & Bryant, 1997). This is evident in the following remarks about the lack of 
supportive mechanisms within undergraduate medical training:  
 
I get the sense if there is a gender issue amongst a staff member or a student that it would be unlikely for 
them to approach the gender equity officer [because] ... they don’t feel they’ve got the autonomy or the 
power to take it further, 'cause they feel it will affect their career, or affect their marks, or affect the way 
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other students perceive them. And because it’s such a competitive atmosphere, they’re really being 
socialised into being almost isolated.   
 
Beagan (2000) notes, that the acculturation process entails “a tendency towards a kind of 
deindividualization” (p. 1255) where a desire to conform becomes paramount. ‘The problem of 
the amorphous genderless doctor’ is capable of maintaining the status quo to the detriment of 
students’ welfare and further down the track, the welfare of GPs in practice. However, a medical 
student activist who was initially unfamiliar with a gender perspective highlighted how her 
positioning changed when she attended a gender workshop that was attended by experienced rural 
women GPs:   
 
I was interested because I didn’t know that there were such issues, but ... just sitting around and talking to 
the women about just different issues that had come up for them. And before that was brought to your mind 
you didn’t think about it as an issue ... but then once things are discussed: “That sort of situation might 
have happened because I was female.”  
 
Whilst women have obtained entry into the medical profession, without an alternative frame of 
reference to reflect on their positioning, such as the gender consciousness-raising activity cited 
above, dominant medical discourses maintain that women GPs act as “honorary males”. Most of 
the women activists, who are GPs, spoke in retrospect about their experiences as honorary male 
doctors in a way which highlights how this discourse had captured and controlled their identity. 
This experience is evident in statements such as: 
 
I think female medical students on the whole – and I think this is changing now – have been honorary 
males for generations. .… And I certainly – it took me years to become aware of the fact that I was in fact, I 
was an honorary male. And that was part of the reason that I always felt I didn’t quite fit. 
 
You were expected to be almost the same as the blokes ... and I suppose I had that expectation of myself 
because I’d never seen or known anything else except how they worked.  
 
It is gender diversity that activists acknowledge, name and promote in the medical system, but 
activists observed that through the disciplining effect of the dominant discourse women as well as 
men were reactive to the concepts of change to traditional masculine work values. Thus, ‘the 
problem of the amorphous, genderless person’ is an exclusionary strategy with a powerful effect 
because gendered change is not only resisted by the men, but also perceived as unnecessary by 
some women. As these activists state:  
 
But even when women are present in the college structures they are doctors first and women second.  
That’s how they learn to be doctors and they carry that and they don’t want to know about issues for 
women.  Because they say we’re a generic doctor.  
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I think a lot of the women, they want change, but they feel ... kind of guilty ... that it can’t happen. Or they 
see their male colleagues working really hard and its so much within a discourse that’s driven by ... the 
values of equality. “Everyone’s equal. You are genderless and equal. You’ll all do the same workload, you 
all practise the same medicine.” ... This very scientific, neutral set of values. And so when they’re talking 
about change, they’re grappling with the concept of change inside this value system and it doesn’t work for 
them. Because they need to say: “We’re different, it’s OK to be different, it’s OK to have those needs. I 
don’t care if you don’t have those needs, I can still practise differently. It doesn’t mean I’m better or worse 
than you. General practice doesn’t have to be defined as strictly in this way.” But they don’t have a 
discourse that they can draw on that legitimates that – like a [gender] equity discourse as opposed to an 
equality discourse.  
 
As gender-blind the culture denies “what gender is about and how we need to respond to it” 
(activist). It excludes rather than embraces diversity (Dennerstein, 1989; Roach, 2002; Wainer, 
Strasser, & Bryant, 2005). Gender change is threatening to the masculinised culture of medicine, 
because it “strikes at their core values” and thus, is perceived as destabilising its professional 
solidarity. Although some changes are occurring, women’s comments pointed to the dominant 
masculinised discourses which embed the culture so deeply in the denial phase: 
 
Medicine is such a male system that you can stay in it for fifty years and never realise that there could be [a 
gender] issue there. I just think there’s never been a reason for them to think about it.  
 
And it is a very male-dominated profession and it’s still very male-defined. And the men are so endemic 
that they don’t realise that a lot of the time. We’ve got lots of lovely men in the faculty, and by and large 
they’re good-hearted, socially-just, concerned people, but would not have a really strong critique by and 
large of the problems around the female stuff and around the sort of maleness of ... the culture. So if you 
talk to them they’ll certainly listen, they’re certainly open to it, but they’re at such a distance to [female GP 
issues] I think, that it’s hard for them to take that in.  
 
In real terms, ‘gender-blind’ (Lippert, 2002; Nobelius, 2004a; Wainer, Strasser, & Bryant, 2005) 
projects are ones that lack gender analysis in research, policy and practice. Women gave examples 
of these occurrences in their organisations. One activist commented on the lack of women’s input 
into the design of a significantly funded rural GP study. Her conclusion is that whilst there is 
“momentum” surrounding rural GP initiatives, “the people which make the decisions around these 
issues is the guys and to them [gender] is an invisible question”. Another woman was astounded 
by the gender blindness in the way her organisation’s curricula review committee conducted an 
evaluation of a rural GP training program, given the well-known fact that women in general 
practice are increasing. This woman activist was exasperated by the need to raise the following 
gender concerns in the review meeting because of the oversight of the organisation and as a result 
of her actions felt reputed as the “feminist”:   
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I think they were thinking, ‘Oh here’s this woman, and she’s come in and all she’s on about is women’s 
stuff.’ ‘Cause I was saying, ‘Well what are the barriers to women participating in the [educational 
program]? What do we have to do to make it more accessible to them? ... We know there are issues about 
family ... about flexibility, part-time work, part-time study, access. ... Bla, di, bla, di bla. ... And there’d 
been none of that analysis in the way the [evaluation] has been conducted. And so I’ve pushed fairly hard 
for a few changes ... they got through, but I guess it just really reinforces to me, that there was no gender 
analysis and we really need to pick it up.  
 
This activist woman repeatedly listed areas within the organisation which had failed to include a 
gender analysis, for example, to gather easily obtainable data on the sex-ratio of course 
enrolments and of subscriptions. Furthermore, at least eight women activists highlighted how 
female GP issues are being subsumed in a generic way by their organisation or other institutions. 
Gender blindness within organisational practices and structures meant women rural GP issues 
were subsumed by less marginalised issues such as generational or rural GP issues. Potential and 
contributing women activists, who are also doctors, are conscious of the gender blind stance 
within their profession, and this affects the way they advocate for female rural GPs. Indeed, some 
women GPs as activists, preferred this softer approach to pursuing change in their rural doctor 
organisations. However, other activists felt that the lack of separation of women rural GP issues 
from male GP interests and generational issues diffuses the importance of women’s specific needs 
as rural doctors and deflects the relevance of activists working to achieve gender changes. 
Activists believe if the government and medical organisations continue to perpetuate “the 
genderless aspect of the culture” female rural GP workforce shortages will continue to be 
problematic.  
 
The dominant culture’s point of view 
This section focuses on the dominant culture’s point of view. Fourteen interviews were coded 
under this major theme. This barrier represents a kind of ideological closure to women activists’ 
efforts of advancing an agenda for gender change. Women encountered these exclusionary 
positions in their role as activists, and also in general practice work and training scenarios, which 
for some activists had influenced their initial decision to participate in “gender mainstreaming” 
(Nobelius, 2004a). Interviews with activists reveal how women run in to the dominant culture’s 
point of view, either directly or indirectly. This shows how operations of gender power occur at 
both the macro-level (gender order) and micro-level (gender regime) of the rural medical culture 
(Connell, 1987). For example, at the micro-level, women in their daily work lives, through 
attempting to promote research or action on female rural GP issues, met direct opposition from 
medical organisational boards, medical men and their spouses. Other activists pointed to the 
disadvantages of broad male-centred policies and discourses, (ie. the macro-level politics) which 
affected their work as activists.  In total, this standpoint reflects ‘male as norm’ ideologies and 
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sees ‘women as the problem’ (Sinclair’s stage two), rather than the existing patriarchal structures. 
The following statements highlight the commonly held ‘male as norm’ attitudes, directly 
experienced by women activists: 
 
[A male on the medical board said to me] “Well I don’t know if you really need to do any of that, because 
in fact you are not a real doctor unless you work full time.” And so there was that real traditional notion, 
which is obviously breaking down, but is still very prevalent I think. It seemed actually important to 
counter that attitude ... which was very much the dominant culture, and still is very much the dominant 
culture.  
 
The first time, they sort of said, “What’s this about?” and, “Why should we be giving any more money 
assistance to females?” ... and things like that really.  
 
There have been times when that [‘male as norm’ approach] has been quite hard to work with.  I have felt 
humiliated on one occasion ... patronised sometimes, and irrelevant. ... Those doctors are wonderful people 
but there are some issues about their attitudes and expectations of rural general practice. The fact that the 
majority of students coming through medicine are female worries them greatly. They don’t believe women 
are going to do procedural medicine, and they may not understand why women doctors spend more time 
with patients and do less after hours work. .… The data shows differently, that a lot do.  
 
It is clear from the women’s remarks that dominant discourses, guide direction on what is 
supported and what is not. Indeed, an activist notes that one rural medical organisation’s approach 
“has been consistently directed to the existing middle-aged male GP proceduralists”. “Entrenched 
views and positions”, like the previous quote illustrates, maintains the ideology that for women to 
be ‘real doctors’ they must subscribe to the workaholic lifestyle of the full-time, on-call 
procedural doctor (Ozolins, Greenwood, & Beilby, 2001; Wainer & Bryant, 1997). Women’s 
needs outside this super-doc model were largely being ignored, devalued and de-legitimated 
(Schwarz & McDonald, 2004, December). However, even individual women’s attempts to fit into 
male structures do not mean they will be accepted. For example, one activist practised in a rural 
area for five years, being the only full-time female doctor in that town. She was marketed by the 
practice as the women’s health person even though she had tried on a number of occasions to gain 
recognition for her procedural skills in obstetrics and anaesthesia: 
 
Whereas a male GP came along who was an anaesthetist was immediately marketed in the practice as, 
‘This is X, and he does anaesthetics as well.” ... And so I kept analysing – Was that just a chip on the 
shoulder?  No, I don’t think so.  It was a different approach to my work, compared to other people in the 
practice. And I think that partly contributed to the fact that I left, [be]cause I didn’t feel valued.  
 
It seems that the positioning of women within these masculinised discourses, are based on gender 
and not competency or merit. Women are viewed as “unpredictable outsiders” and therefore, the 
distrust of women is great (Kanter, 1977, cited in Alston, 2000, p. 80). Women’s position is one 
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of ‘other’ or of “second class status in the ranks of medicine” (Schwarz & McDonald, 2004, p. 6). 
This standpoint flows through into practical terms, where control of access to rewards and 
opportunities is preserved by the dominant discourse (Doyle, 2003; McEwin, 2001; Wainer, 
2001). Women activists’ tales of medical training, rural practice and organisational structures 
were characteristic of “that traditionally very male focused…work ethic and that very masculine 
approach to the workplace”. There was evidence of exclusionary practices operating at many 
levels of general practice, which limits women’s ability to achieve and participate equally in their 
profession:  
 
The stories you hear repeatedly from female GPs in rural towns, is one of great difficulty: ... Told to take 
the kids home; told you must do after-hours or you are not a proper doctor – “we don’t want you as part of 
the practice unless you are sharing equal after-hours with us” – I mean they don’t say your children are 
irrelevant but there is no acknowledgement of the fact that the women ... has to be responsible for her 
children, ‘cause they generally are ... men tend not to.   
 
They’ve got all these new entrants programs for getting more diverse people into medicine, but then they 
don’t have any coping mechanism for diverse people in medicine once they’ve got them.  
 
I grew up in an era, where I just hated learning medicine, because we were always being given those 
images of naked women, in the middle of a discussion about orthopaedics or mental health ... to keep the 
boys awake.  Absolutely disgusting. ... And of course it’s undermining.  And I suppose a whole lot of what 
we are facing in our education is that a lot of the women in our age group are still being taught by these 
blokes – are undermined by the education they get. And for me personally, I get turned off ... And so I miss 
out ... on what that person’s got to teach.  
 
I think we’re scraping the surface at the moment – because really if I look at the profession, there are so 
many barriers to women achieving equally within certain specialties.  Even at the College of GPs which is 
fairly female-friendly, but it’s still very difficult for female or male registrars to obtain a part-time position; 
to negotiate not to go to a rural area if they’ve got a young family. You know it’s the exception rather than 
the rule, they have to really bite hard to remain in [a capital city] for a certain length of time ...  
 
Many current work and training initiatives for rural GPs are defined by masculine constructs – 
predicated on the assumption that the rural doctor “has a partner taking care of home life, or else 
has no home and family” (Wainer, Bryant, & Strasser, 2001, p. S14). Remarks by at least six 
women activists highlight male-defined initiatives that require adjustment to achieve gender 
equity.  
 
And the more I thought about it ... not just me, other [interested women], there was a ground swell sort of 
opinion thinking ... “We have been running these grants and so on, we’ve been running these initiatives but 
they are pretty well all designed for male doctors, because of the kind of traditional notions of a country GP 
or country doctor as a male doctor.”  And it seemed terribly important to actually test the fact that these 
may not be at all that appropriate for women.  
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With the work women are doing – a lot more of the consulting type of work, mental health issues, female 
issues – those things do really come down to government initiatives, to try and change how they are 
perceived by the community and the reimbursement of them.… we need to look at different models of 
general practice so females can stay and work.  
 
Specific areas of concern cited by women activists were in relation to male-centred policies that 
ignore the differences in practice style of female to male GPs. They were critical of the lack of 
flexible work opportunities, financial incentives and fair remuneration reflecting long 
consultations of women GPs, in counselling and complex health areas. Compounding these issues 
for female rural GPs is part-time work, childcare, locum cover and flexible access to 
upskilling/training. Workforce support strategies reflecting these needs of female rural GPs are 
well documented in Doyle (2003), ACRRM (2003) and RWA surveys (McEwin, 2001; Roach, 
2002; Wainer, 2001; White & Fergusson, 2001).  
 
A study by Strasser et al. (1997) on seven training and support programs for rural GPs, identified 
that female rural GPs were less aware than their male counterparts about these initiatives, and 
concluded that if female GPs were more aware of such support mechanisms they might participate 
at higher rates than the males (Doyle, 2003). One activist with expertise in this area felt that more 
appropriate avenues to promote these initiatives for female GPs should be identified: 
 
Well, one of the problems there is, the way that the government has [poorly] organised its incentives. I 
mean in going around and talking to the female [rural] GPs ... the number that had absolutely no idea of the 
rural incentives that were available to them, was absolutely amazing. .… And one of the female GPs that I 
spoke to, she’s quite angry that she missed out. She said, ‘I suppose it’s put through things like the [rural 
medico-political organisation’s] newsletter and things like that.’  Well she’s absolutely right.   
 
This comment was further supported by Tolhurst and Lippert (2003) in their national report on 
female rural GPs, stating that many of the medical organisations and associations are not seen as a 
source of support by the female rural GPs, and have not been able to “enlist their support in 
initiatives” (p. 62).  
 
Women’s marginalisation is a product of the dominant patriarchal discourses operating within the 
rural medical culture.  The approaches the activists and their constituency encounter are clearly 
unsupportive of women. Women’s pursuit for gender change within this male dominated culture 
is in direct contrast to the patriarchal practices that maintain the ‘status quo.’ In line with activists’ 
remarks, it is reasonable to suggest that the organisational culture, in terms of its dominant 
viewpoint, has moved no further than attitudes and practices resembling stage two of Sinclair’s 
framework – the problem is women (Schwarz & MacDonald, 2004).  
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The medical hierarchy 
The dominant culture present in the hierarchical structures was identified in comments made by 
fourteen of the seventeen activists. They noted the difficulty it presented in being women and 
being activists in male power structures. The issue of organisational closure was very real due to 
the masculine figure heads dominating positions on senior boards, university faculties and 
directive committees. Women highlighted the sorts of medical groups they were challenging. One 
of the activist’s comments repeatedly reflected the male dominated hierarchies within the medical 
profession which are controlling decision making at various levels:  
 
... the whole [international] rural movement was male.  
 
... this all male group of rural doctors [heading up the rural curriculum].  
 
... it’s controlled by a small group of men. 
 
The traditional masculinist viewpoint entrenched in the medical hierarchy placed the pursuit of 
the women’s agenda on the back-foot at the first instance.  
 
I think [it’s a] very traditional university and the senior faculty here, the majority of them are still male ... 
which I can see as a big issue when we’re trying to address unusual aspects of the curriculum.  There is 
quite a resistance to that.  And the hierarchy is such that you have to pass it through the curriculum – ninety 
percent of who are male too – to achieve change.  
 
There are few male representatives supporting the work of activists in their calls for action around 
female rural GP issues. One woman medical educator notes, in discovering the work by women in 
this area, that “it is happening quietly without a ‘public profile’ for such worthwhile and 
important work” (Lawless, 2004). Women’s projects are generally perceived as “esoteric” or 
“outside the scope” of organisational aims.  
 
The people who are looking at the female stuff, are to a large extent the [women] academics, and the bodies 
involved in general practice to me, just don’t seem to me, to be all that interested in it. Or it’s very 
marginalised.  
 
Significant GP organisations were perceived to have very hierarchical structures, meaning that 
there is resistance, delay and little genuine support given to the work of activists and female rural 
GPs generally. When one major rural GP organisation nominated to auspice the female GP 
national network project, their invitation was not seen as supporting but rather ‘controlling’ 
female GP issues. In discussion with one activist she highlights that:  
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A number of us feel that’s pretty inappropriate because it’s like Dracula owning the blood bank. Because ... 
the women feel that [these two major GP organisations], I mean as much as they’re trying, they actually 
represent doctors who are owners of practices. ... And the women feel very disempowered ... I don’t think 
the network should sit in those organisations. Because I think that would be a turn off for a lot of the grass 
roots women. I think they would feel disenfranchised.  
 
Whilst women are now present in greater numbers within general practice, women are still viewed 
as the subalterns (Pringle, 1998). One activist reported the difficulty for women to have some 
ownership in the rural medical profession: 
 
Here there are fifty-seven or sixty-seven GP organisations. And then when you suggest, “Can we work one 
out for women?” [The reply is:] “Oh no, there’s too many!” ... That’s irrational. “How about we rationalise 
the one’s we’ve got over here, and can’t we still create a female one?” That would just be too sensible ... 
Well too many people have got their careers built on carving out a particular patch of turf, which is 
worrying.   
 
It is “the hierarchical structures of medicine, with men controlling the higher echelons, [that] 
create settings [in which] women see themselves being easily marginalised” (Schwarz, 2003, 
March, p. 6). There are few women activists to wield the power to pass female projects. Even if 
they were there, given the disciplining effect of dominant discourses outlined in the previous 
exclusionary strategy, it is unlikely they would want to stand up to the board and counter those 
attitudes. The process requires that projects must be approved by these boards, most of which 
have few women representatives.  
 
Many activists noted that women present in these hierarchical structures on organisational and 
directive boards find it difficult to firstly speak out and secondly have their voices heard and 
validated. Thirdly they are “talked over” or “howled down” by the men or in the tradition of the 
organisation the men do the talking. As individuals, women lack autonomy and feel vulnerable to 
marginalisation in the hierarchical structures where decisions are tied up. As one activist 
articulates: 
 
I know on our board, the women are very intelligent women, they’re very committed women, but they’re 
often quiet. And I think it’s partly ‘cause the men are used to having their say and the women are used to 
working with men who are used to having their say. ... if the women still have something to say at the end, 
they’ll say it at the end. But ... they don’t jump in with key things generally. It’s the men, I think, who have 
been used to being the ones to come up with the first solutions or the first strategies or whatever. I think it’s 
a strong pattern of the board interaction.  
 
Another activist feels that she and her female colleagues lack influence: 
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It wasn’t enough for me – and I was a member of the board as well – and the few women on the board, it 
wasn’t enough for us to say, “Look we really think things have to change.” We weren’t going to get any 
change without having some evidence for the need for change.  
 
Women in key positions were often the minority on organisational boards, except where specific 
working groups had been formalised by women. This medical hierarchy as a barrier, shapes the 
ways women work. Women will move out of the male environment to plan strategic actions. As 
one activist said in arguing on her board for an all female reference group: 
 
So I felt very strongly about that, that was one thing where I stuck my ground, I said I didn’t want any men. 
Because males take over the conversation.  
 
Even when there are more women (than men) within organisations, the men hold the senior ranks, 
and the dominant culture overrides any other alternative discourse. As reported by women in the 
previous exclusionary strategies, organisations are gender-blind and will deny the importance of 
this issue. This leaves women with limited power and lacking a degree of kudos. They are 
generally unsupported by the majority since their message is challenging the status quo. Even 
other women on the board often will find it hard to vocally support the projects of activists, 
feeling threatened and vulnerable to being marginalised. Furthermore, working within inflexible 
male structures is difficult and stressful. Many women reported this occurrence and detailed that 
activists had a “rough time”, held “pretty tenable” positions, had only short-term appointments 
before they resigned, or were “ousted,” or left “quite abruptly without reason”. One activist 
considering her resignation stated a key factor in making that decision was the organisational 
culture: 
 
It’s ... largely men in senior positions, and largely women elsewhere. ... But there’s a strong discourse 
there, a very traditional management discourse, which hasn’t embraced any sort of new age management 
around a learning organisation for family friendly stuff or any of that. And that’s part of the reason I’m 
thinking of leaving.  
 
Another activist’s acute remarks critique this hierarchical environment in which women work: 
 
When we ask a woman to stand for state president, or vice president or this or that, we are asking her to 
play a leading role, in a structure that was designed for and by men ... it is a very hierarchical industry ... I 
notice the way men treat each other, you know. And the things I rather like, is that they do have a rather 
respectful attitude for those that have gone before them, sort of the icons of organisations and things. And I 
think that’s tremendous. But it is also part of reinforcing hierarchical systems [italics added].  
 
As a direct result of “hierarchical systems” there are few women in decision making positions, for 
example, as female mentors and leaders. Women pointed out the lack of female mentors within 
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the medical culture and without an identifiable role model, women feel “like a rudderless ship” 
and are “expected to be the same as the blokes”. Women leaders are much like the female GP 
populus in general, they feel isolated, alone and do not quite fit. The feeling of, “… ‘Is anyone out 
there?’ is a common one”. 
 
I think the evidence that confronts people wanting to work in this area, is that by and large the women’s 
stuff is marginalised, by and large there is lip service to it ... if you put your hand up like that you are likely 
to cop flack from all sorts of people. I know myself, having spoken at various conferences now, and 
presented our findings at various things, the kind of attacks I have had, and they’ve been attacks, not just 
queries, but attacks, you know.  
 
The environment women operate within where projects are marginalised, organisations just don’t 
seem to engage in the female GP issues, and women are “sabotaged”, “howled down”, receive 
“attacks”, this kind of resistance from the medical hierarchy means activists know they are in 
vulnerable positions and may feel ‘privileged’ when projects are accepted by highly critical 
boards. They may not want to push their luck for fear of future reprisals (Lawless, 2002). The 
danger in viewing incremental changes as major milestones is that change occurs slowly and is in 
disproportion to the actual critical state of the feminisation in the medical workforce. In effect 
women are short-changed: 
 
One thing I would have done [differently] would be to have more resources attached to the [female GP 
project]. Because I did it without a [project] officer, without any extra money. It was over and on top of, it 
was above my normal workload anyway ... And I think I could have got additional resources if I argued for 
them, but it was more: “I am lucky to get this excepted through the board anyway.” So I think that is one 
important issue, is you don’t assert yourself in terms of resources. 
 
Due to the lack of female decision makers, the need to gain authorising senior males or at least 
women doctors “inside the GP field” to make “the first wave of change” is crucial, rather than 
non-GP activists who work ‘for’ medical organisations (two activists’ comments). The following 
statements support the evidence of a dominant hierarchy and the necessity to acquire men’s 
support: 
 
And I think the other thing that we have to do is identify and nurture and encourage males in positions of 
power as well, so that we’ve got people already there, who have a voice ... we need to find men, who have 
a voice, who will argue for us. And I know that will upset a lot of women to hear me say that ... because 
[these women will argue]: “Men don’t understand women and how could they speak for us”. The fact is, 
we are currently not in a position to speak for ourselves, and we may not be for another twenty [to] twenty-
five years. Because it’s a generational thing. And I’ve already experienced, that [my] generation of males ... 
are men that pay lip service to the whole ... female gender issues. But we need to find the ones that aren’t 
paying lip service, that actually believe that it’s important.  
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And I think one of the challenges of this committee is to find enough men, cause there are plenty of women 
who are interested in this, but I’m wanting some fairly senior male academics to be on it as well, because 
there are gender issues that cross men, of course, but also to create a bit more weight on the committee.  
 
Whilst “getting people [men] on side” may be vital, during this process the strength or potency of 
a project may be lost.  Women must filter their projects to gain approval, planning and thinking 
carefully about strategic action (Lawless, 2004). As one activist says, “... in the way I have 
worded things is to be very careful ....” She explained that if results are presented in a fashion that 
really ‘tell it as it is’ there are difficulties in receiving acceptance. To be effective one must 
present results as “an issue of medical workforce planning”. She discusses whether in doing so, 
this means results are “watered down”. She remarks that without this approach “... it’s too easy to 
be marginalised ... [as at any opportunity they can say], ‘Oh she’s just, she’s just going off’...”  
 
Women’s roles in the medical hierarchy have parallels to women’s roles in the domestic sphere. A 
number of women’s remarks allude to this issue which seemed to signify the patriarchal role the 
medical hierarchy plays and how rural women GPs and activists are positioned as handmaidens 
for the rural medical profession. It is a form of control by men over the sex-segregated labour 
process, where women are manipulated in and out of work, when it suits them (Rowland, 1996, p. 
156). The following example illustrates this point. As a woman and a general practitioner, she was 
expected to take up a vice president position of a rural medicine group, as the other doctors were 
disinterested, because it was unpaid, and said “Rightio, you better do that.” Furthermore, later in 
the year she encountered a similar problem: 
 
During one of our teleconferences, one of my patients died suddenly up at the hospital. And I had to go up 
and tell the family that he’d died and sort that all out. Anyhow when I got back, they told me, “Oh you’ve 
been elected to the [rural doctors organisational] board.” And I thought, “Well that was really nice of you 
to ask me!”  
 
Women are given the job when the place is in a mess, when it is unpaid, undervalued work, or 
when it’s women’s issues. At a strategic planning day, this activist recalled how the feminisation 
of the workforce was ‘her’ business alone: 
 
And I thought, “So would they have never had said it, if I didn’t say it? Or did they kind of think that’s 
[my] baby ... that’s her thing. And that’s problematic too. Yet again it’s marginalised ... they never take it 
on themselves ... But you feel like a real nag, saying it over and over again. It’s funny ‘cause sometimes I 
think it’s almost like they employed me ... to say it.  
 
Due to the hierarchical systems deeply entrenched by masculinist discourses, gender-blindness 
prevails, and women’s status and women’s issues remain at the peripheral. In terms of Sinclair’s 
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framework, amongst this cultural climate only ‘incremental adjustments’ (stage three) are 
possible.   
 
Protect ing status quo 
From the previous barriers it is clear that ideological, cultural, structural and organisational 
closure prevents the smooth transition of women activist projects to actualisation, which would 
otherwise make significant adjustments to the culture. Instead these exclusionary discourses 
permit the status quo to remain intact, “change is thus minimalised and controlled” (Alston, 2000, 
p. 83). In twelve interviews, women gave obvious and less explicit ways in which the status quo 
of the dominant culture is protected. Overt tactics to resist gender change and maintain the status 
quo include rejection to access and power, and one instance of slander and hijacking. More subtle 
tactics were stalling for time, missed opportunities, and disinterest. 
 
There are a number of powerful ways the dominant culture has maintained its current discourse. 
One entrenched problem is highlighted by the exclusionary strategy: ‘the dominant culture’s point 
of view.’ Ideology can (re)produce unequal relations of power (Kelly, 1993), even “from areas 
that you don’t expect”. Women activists cited the ideological positioning of male doctors, their 
spouses and some female doctors as inhibiting change beyond the status quo. As one activist 
explains: 
 
I got some interesting feedback ... [about] how bad the research was and [some] were quite cross about the 
conclusions. And this came from those [male] doctors who said, “You’re not a real doctor unless you work 
one hundred hours a week” [and] ... their spouses are very supportive of that position. ... it is challenging to 
[the doctor’s wives] because I am saying that, “Your spouse, the male doctors, only survives because he 
has full time, one hundred percent domestic support from you”. So it was quite a challenging position.  
 
Several activists told of incidents that demonstrate ways in which individual men within the 
dominant culture resist and contest gender change. For example, when one key female rural GP 
project was in the pipeline, there were a range of blocks at senior levels and attempts to debunk its 
credibility through a ‘misinformation campaign’. This strong opposition was part of the male 
culture feeling threatened at a wider level in the medical profession and a need to protect the 
status quo. Like Alston’s (2000) findings on the culture of agriculture, “the constructed cultural 
and social relations” within the medical profession also have led to barriers to change and “an 
acceptance by men and women that the current male hegemony is right and proper” (Alston, 
2000, p. 31). Ideologies act to ensure that activists who step outside the norm, in pursuing change, 
are likely to be seen as deviant and their message rendered irrelevant (Alston, 2000). This view is 
supported by the constraints in ‘managing an activist profile’ where women’s work and status is 
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under constant surveillance by the male gaze. It was clear that as activists they had to work much 
harder to justify their positioning. One activist was hit with direct attacks from the rural medical 
community and criticisms from women GPs which highlights how the status quo is maintained:  
 
I had [several female GPs] who said, “I had to do it hard, so I don’t see why they don’t have to too. And 
you’ve just got to fit in. And that’s what it is to be a GP and it’s just part of the job, so just shut-up and get 
on with it.” ... So there’s sort of resentment that by raising these issues, I’m sort of denying their struggles, 
somehow that the two are intertwined. And the other sort of stuff I’ve had has been very much [that] ... : 
“You’ve got to fit into a mould ... you’re expected to work in a certain pattern. You’re expected to cope 
with those problems by a certain set of strategies ... I’m not going to talk about change outside of that – so 
basically become a male GP”. ... And it’s very interesting though the level of angst it creates ... it’s very 
hard for people – especially because they have struggled –   ... to admit there might have been a better way 
... when you’ve sacrificed a lot of stuff along the way, and you’ve got to a certain point and can’t go back.  
 
The ‘very blokey paradigms’ which limits the formation of any alternative discourse is another 
problem reinforcing the status quo. Some of the activists pointed to how they work within rigid, 
inflexible boundaries to achieve change. Instead of advocating for radical changes, women saw it 
more acceptable to make incremental adjustments within the set organisational agendas. This 
related to the obstacle of ‘managing a profile’ and presenting female GP issues as generic issues 
for all rural GPs. The ‘accept it and make the best of it’ approach (Soja, 1996) towards the 
dominant discourses was seen by some, especially those activists who are female rural GPs, as the 
only “legitimate strategy” without facing disrepute: 
 
I think there is an agenda for change, but I also have to be really careful about that. If I beat the female 
drum ... among the male doctors in town, there are a couple of these who get really upset about that. You 
earn more brownie points, by getting in there, working as one of them, being considered as one of them, 
earning their respect, and then being able to do your job, which is what I’ve done. ... And certainly when a 
lot of this women’s stuff started to come about two years ago, I know some of our [rural GP organisational] 
men who’ve been in charge of that stuff, get very sensitive about beating the female drum. So I’m not so 
keen about beating the female drum, I’m more interested in looking at: “These are the issues. What sort of 
things can we do about that given that set of circumstances under which we work?” Yes, so that’s perhaps a 
little bit different to some. 
 
A reaction from the dominant culture if women challenge its power and privilege is that its 
members (including men and women) feel threatened by the perceived erosion of their profession. 
These inherent feelings are indicative of their determination to defend the status quo. One woman 
activist pointed to the internal views of rural GP women, responding to a female rural GP survey, 
which illustrated that the medical industry has maintained its front in consistently opposing issues 
for women: 
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There’s obviously a lot of ... anger or bad feeling on part of the women GPs toward these medical 
associations because a lot of the women were saying, “They’re self interested, all they’re interested in is 
money, they don’t take into account the things that we need, like childcare and maternity leave, and they’ve 
got too much influence ... with the government.” And basically it was a situation of the medical 
associations wanting to maintain the status quo.  
 
The use of disabling vocabulary is another powerful way to counteract the challenges of women 
activists (Lawless, 2002). A number of activists received retorts that hinder the significance of 
female GP issues, for example, by collapsing female GP issues into more generic issues and thus 
protecting the current status quo: 
 
The other things that came up was the varied view that: “Well, everything that you are saying applies to the 
younger male cohort of doctors as well.”  
  
The other response is: “Well, men have those same problems too”.  
 
The lack of women’s voices to engage in the agenda of change is symptomatic of the dominant 
discourses within the profession that subjugate the importance of gender issues. In effect this 
maintains the status quo. Women felt there is a lack of women leaders “to champion” the issues, 
and this charismatic activist observed:  
 
And I’m fascinated with the way that things happen or don’t happen. And sometimes it just seems that 
other people are just waiting around for other people to stand up and say, ‘This is what we’re going to do.’ 
And partly that will be to criticise the way you do it, when you do it. But what the heck!  
 
Dilemmas in managing an act ivist profi le   
The experiences of nine activists were strong indications of the need to manage their profile. 
Women were conscious of the professional cultural boundaries in terms of the way they presented 
themselves and female GP issues to the dominant culture. Women saw the need to ‘tread 
carefully’ by working within the confines of what was seen as acceptable. There was also a need 
to protect one’s own reputation and credibility, by abiding within the conservative language and 
acceptable boundaries of the dominant culture. One activist new to the field was warned by an 
activist women driver of female GP issues: 
 
But [the driver] said to me the first month of being employed, “You don’t use the word feminism. You 
don’t use the ‘F’ word in this field. It’s just not on. You need to be really careful, there’s a lot of politics, 
it’s pretty vicious ...  They’re not up to talking about feminism yet. Don’t say you’re from a feminist 
approach or anything like that.”  
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Male-defined discourse and language are cultural capital which characterise the medical 
profession. By using particular terms to describe particular issues was the make or break of a 
project. As women activists were expected (and learnt) to curb their language and behaviour, the 
organisational attitudes reflected here, was overwhelmingly that ‘women are the problem’ (stage 
two of Sinclair’s framework). There was a clear limitation on alternative ways of seeing or 
behaving. Some activists were struggling to find a dialogue to speak about these issues in a non-
threatening way to the dominant culture: 
 
And I sort of take a lot from [the driver] and the way she can speak about it without offending and without 
sort of making the men feel like she’s badmouthing them. I think that’s something that I don’t feel I can do 
yet ... That’s certainly a barrier then: being able to discuss it in a forum that is ... safe and accepting.  
 
You keep bumping up against, ‘Oh these hairy legged feminists again.’ And people shut down before 
they’ll actually hear you ... One of my challenges is finding a way to get information across without things 
shutting down. 
 
There was an ever-present threat that if women did not conform, they could easily face exclusion, 
isolation and be “de-legitimated”. However, by not arguing so strongly, by not ‘telling it as it is,’ 
the strength of an argument or crucial reality of the situation was likely to be lost. Yet to be de-
legitimated also meant losing all credibility and therefore, being ineffective as activists. As such, 
women were in a double bind.  
 
Being a woman, many activists had the inherent feeling that they would be accused or labelled as 
being ‘over the top.’ Furthermore, being a woman, an activist and a GP meant women were in a 
triple bind. They could lose their reputation as an activist, and could also threaten their careers and 
relations within their local and wider GP community. ‘Speaking out’ was risky and came at a cost. 
The following comment highlights this view. An activist reported that a female rural GP, who 
lobbied for gender policy changes, was initially very vocal but then: 
 
I sense from her that ... she would have a bit of a credibility issue if she was too vocal locally with it. She’d 
spoken a few times on the [committee] ... about building a family-friendly practice, and what women GPs 
do and what [they] do is valid and all the rest of it. And she’d spoken about being seen as being: “that kind 
of person who had that kind of view” ... And if you have too much of a soap-box you become de-
legitimated [italics added], because you are just kind of seen to be a crazy, soap-boxy kind of person. And I 
think she’s suffered somewhat from that inside her practice, in the views of her colleagues. So I think she 
was a little bit careful about, whilst she would certainly stand up for things she believed in, she was 
realising that there were tension points there, that she needed to be really aware of. And that she needed to 
tread carefully around that.  
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Some women mentioned they could not emulate the work of ‘drivers’ and ‘managers’ and indeed 
one activist explained that if the role was perceived as “doing some phenomenal job”, no other 
women would pick up that position. As a consequence, activists may not work at their full 
potential, but manage their profiles to give other women confidence to participate in the agenda. 
This ‘negative gearing’ may be a barrier, but also an investment in ensuring others will follow.  
 
Because issues for female GPs were also issues for many of the activists, women perceived this as 
an enabler to understand their constituency, but also a risk in managing their profile with the 
dominant culture. One woman felt the dominant culture perceived her as an activist pushing her 
own agenda, rather than advocating for the constituency. On those grounds this could de-
legitimate her. This perception has a disabling effect on activist work as the personal becomes 
political. 
 
Cause as soon as you do take things on too much, it looks like you’ve personalised it, and focuses more on 
a personal agenda. And it’s problematic, because yes, it is a personal agenda and it also had personal 
resonances for me ... I see myself in female GP issues. I understand it. ... And that’s been really useful, 
because it does legitimate my engagement with them ... even though I am not a GP. ... And I mean it both 
discredits you and particularly de-legitimates what you say, as well in some types of contexts de-
legitimating your position.  
 
Although activists who are not GPs feel they had less of a reputation to lose, they also felt like 
they had more work to do, in order to be seen as credible spokespeople. This view is illustrated in 
the following remark: 
 
I think my credibility is lessened too. ... I often feel that if I was a GP it would be in some ways easier to 
both be heard, and I guess I’d feel I have bit of a firmer ground to speak on.  
 
However, in saying this, the activist then comments that by being a GP, she would not have the 
same critical feminist perspective to draw on, to give strength to her voice. Conversely, it is 
questionable whether as a GP she would speak so boldly. These patriarchal discourses are integral 
to shaping women’s actions, and point to Sinclair’s stage two where women are forced to fit in. 
The positions the activist women do hold within the organisation of rural medicine “are under the 
heavy gaze of male control” (Schwarz & McDonald, 2004, p. 9) 
 
Loss of momentum 
Whilst women are passionate to build up momentum for change, timewasters, dissolving 
women’s positions and inaction by the GP community and government are all compounding 
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factors in which the agenda comes to a grinding halt. Of nine interviews coded under this 
obstacle, the following quotes illustrate some recurring quandaries: 
 
There has been no hand-over and no follow-up and I’m kind of very unhappy about the whole [situation].  
 
And [the gate-keeper] was procrastinating and procrastinating, saying, “Oh no, we better wait until this and 
this, you know, don’t do anything until this.” And I was so frustrated because it could’ve all been done. ... I 
just think [the gate-keeper is] an incredible waster of time. 
 
This activist woman talks further about having difficulty releasing a report that is true to the 
women’s stories:  
 
And I thought, “No, I’m not going to change it, this is ridiculous, it makes sense. I’ve taken it to other 
people and they understood it.” So this was another thing. You know, it’s just sort of nitpicking.  
 
Female rural GP projects blocked in some way by outsiders highlighted the suspicion and threat 
of the dominant climate in medicine to women’s pursuit of change. 
 
So the cultural change has to come from the top and the bottom, and it has to be accepted at all levels. 
Because if you’ve got one level not accepting that it’s necessary, it will be blocked. It will not happen.  
 
The lack of communication and co-operation across all levels of the GP field due to the 
competitive and aggressive nature between organisations makes it “very difficult for the 
community of [female] GPs and activists to have some ownership and identification ... because 
people are very protective of their achievement”. The agenda for change thus gets caught up with 
the politicking among GP organisations. Furthermore, at least three activists explained how things 
get “conveniently lost” through channels of bureaucracy within government or professional 
hierarchies: 
  
I think the GPPAC report, is probably one of the best possible drivers of [policy change], but that seems to 
have conveniently got lost, and the momentum’s been lost, not through any fault of their’s ... and that’s 
systematic really of the whole system. I think that there’s a few drivers and then they’re conveniently 
diffused by other things that are more important, the medical indemnity crisis or whatever else it might be.  
 
And she emailed me this and said, “I’ve spoken with them, they have agreed. Go to your [organisation] ... 
and tell them that there is [female rural GP project] funding available, and get someone employed to push 
this ... And the whole thing fell down. ... I’d been told, “Go away there’s no funding.” That money has now 
been found and someone is actually employed to do that – but now a year later.  
 
The high turn-over of government departmental staff (in the Department of General Practice) 
caused frustrations for activists and affects the continuity of their work: 
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I think ... those national recommendations will help a lot. The federal government has agreed to it, although 
they, [and the staff involved] haven’t progressed it yet. There’s a constant turnover of staff in the 
Department of Health and Ageing in Canberra, in the GP branch. ... Continuity is virtually impossible.  
  
Lack of ownership (of women’s issues) 
The response of the (rural) medical profession is overwhelming intransigence to the women’s 
agenda. Six activists highlighted that this lack of ownership by the dominant culture was a form of 
organisational closure in which medical organisations either ignore or deny the existence of 
critical issues for female rural GPs: 
 
Oh, it’s a list of topics, that’s as far as it’s gone. Until we’re actually taken seriously by the culture, and by 
the leaders of our social environment who happen to be male, it will be a list of items. And it won’t move 
forward.  
 
If women activists are not keeping issues on the agenda “they will fall off”. Two examples are 
cited. Firstly, in 1998, the review of the general practice strategy (DHFS, , 1998a) was released, 
outlining important future directions for the general practice industry. Recommendation fifty-nine 
related to female rural GPs and stated that strategies for recruiting and retaining female GPs be 
developed (DHFS, 1998a). One activist commented on “the barriers thrown up” to achieve its 
implementation in the review:  
 
[She] pushed [the recommendation] to go through the subcommittee and she had a lot of problems you 
know just getting it through and things like that ... there was a lot of backroom work for her.  
 
By the beginning of 2000, this activist further noted that “nothing really” had come about for   
female rural GPs, in relation to this recommendation.  
 
Secondly, another activist commented on outcomes of the RACGP St Hilda’s resolutions, formed 
as a basis of a national strategy for women GPs (Jorgenson, 2000). She notes that despite these 
intentions, currently “nobody is there ... doing this stuff” due to the departure of RACGP’s female 
president, who had initiated this developmental work. The lack of ownership and no definite 
commitment from the organisation to embrace gender-change projects means if activist women 
are not there to mind the issues, they simply won’t get done. 
 
So it was really kind of weird that there was this enormous need. If you took an analysis of rural general 
practice workforce issues it has to have at its absolute core, women. Because if you’ve got sixty-six percent 
[women] registrars, and only got twenty-five percent [of those women] going into rural general practice, 
that’s a real problem. ... So to me I just found it amazing that people weren’t kind of jumping up and down 
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and going: “Holy shit! We’ve got an enormous problem here and we need to do something about it! ... I 
just found it amazing, that people just weren’t tackling it.  
 
Activists clearly articulated that this subtle resistance is a reason for gender change moving so 
slowly:  
 
There was kind of a resistance to the gender analysis ... it wasn’t that there was blocking for changes I 
suggested, but they could’ve just as easily been forgotten ... it was going to take someone to stay on the 
case, to see if they were implemented ... and actually force a gender analysis ... And I requested that to be 
done ... it was never done, until I did it.  
 
These apathetic and disengaging practices resemble Sinclair’s stage one attitudes, where the 
organisational culture is in the denial phase. Here, the organisation does not see the absence of 
gender analysis as a core business issue and the lack of women-defined discourses in policies, 
initiatives and practices as relevant to increasing numbers of rural doctors. However, activists 
working in medical organisations are keen to make adjustments to the culture. There is a 
substantial difference in the mindsets (or different discourses) of activists and the status quo, 
therefore, their pursuits are contradictory. This highlights the tenuous positions of activists and 
organisations in advancing through the stages of Sinclair’s framework. As one activist speculates:  
 
And if I go, I suspect again, no-one will own it enough to do it.  
 
Furthermore the creation of ‘genderless doctors’ perpetuates the lack of ownership of female GP 
issues. Activists reported that their efforts to step outside the dominant paradigm are curtailed by 
both men and women. Therefore, although there may be strong women leaders within the GP 
field, it does not necessarily mean that they will ‘champion’ gender change – “Our female 
decision makers are not of that ilk.” 
 
Due to the greater discursive powers at work shaping conservative mindsets, it is likely the 
organisational culture as ranked on Sinclair’s framework would slide to a firm position of ‘denial’ 
and ‘women are the problem’ if the activists are not there to ‘mind the issues’. The gender order 
of rural medicine, as a masculine endeavour, is likely to prevail, if a commitment to gender 
change is not actively pursued by the entire medical community (Alston, 2000; Connell, 1987).   
 
Poli t ical (dis) interest 
Activists see a strong lack of commitment by government and within the department of general 
practice to female rural GP issues. One particular activist does not see there have been any 
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significant advances for women at the governmental level, rather there are always stumbling 
blocks in the system. It seems that there is a fear of moving too far away from the status quo: 
 
The [Health] Department is so frigging conservative. ‘Yes minister, no minister, three bags full minister’. 
 
What is problematic is the competing priority issues in the medical industry occurring at two 
levels. Firstly within the GP field where “it is so politically divided”, and secondly at the wider 
government level where the commonwealth [rural] health agenda is processed in accordance with 
the interests of those in power and the ever-changing agendas and “catch-phrases” of a given 
time: 
 
And the activists need to work together and support each other too. And the problem is inside the GP field, 
it’s so politically divided, and there’s so much value attached to the politics that the disincentives to 
working in groups together are great, and the barriers to doing that are great, and the distrust is great. So 
you’ve got a long way to build over that.  
 
We haven’t got anywhere, we haven’t got anywhere ... And there’s been nothing really that the department 
has done. And I mean one of the problems is that we have had a change of minister ... and despite what 
anyone might feel about [Wooldridge – the previous minister], he certainly had general practice issues at 
heart. ... but this minister doesn’t and ... it just seems to be put in the too hard basket.  
 
So I just think [the bureaucrat in Department of GP] has got this view that: “Oh well ‘rural’ is done so now 
we do ‘urban’.  
 
Activists pointed to the inadequacies of the government to address rural GP and female GP issues 
in such terms as “ignored” or “haven’t got anywhere”. Women were frustrated by collisions with 
government in subsuming critical issues for rural health and for rural women GPs.  
 
And I don’t think they’ve got any idea about what is needed ... And you know I just don’t think that [a state 
health department] has thought about these issues, and I don’t even know whether the Commonwealth has 
... we’ve been trying to warn our health department people about the difficulties with indemnity for [rural 
GPs for] sometime, and they just don’t listen until you can’t provide a service for the community and then 
they think, “Oh what shall we do, what shall we do.”  
 
What we should all be doing is focusing on what’s happening to these women. You’ve got two-thirds in 
training, you’ve got around a third left in rural general practice. What’s happening to them? ... we know 
there are barriers to them moving in and out of the workforce. But where’s the research around that, and 
where’s the strategies to target that – on behalf of government too.  
 
It is unlikely that there will be any real commitment until someone inside the government is 
passionate about advocating for change. One activist comments on a position held by a femocrat’ 
within the Department of General Practice who went some way in putting the issues of female 
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rural GPs on the agenda. However, she says this passion has dissipated because the femocrat has 
left. Other activists in a similar vein see that: 
 
This government is going to need a good push (to make this policy change) from someone. And I can’t see 
it coming from anyone actually, really. 
 
A lot of the actions or supposed commitments to action are tokenistic and resemble stage three 
attitudes of Sinclair’s framework. Changes are occurring at the margins by women activists, but 
they see that little implementation or action is happening by government and the affiliated 
organisations.  
 
And the government’s prepared to put money into looking at research pilots but nothing to really make a 
difference. And people really now want to see a bit of action. 
 
This particular government at the Commonwealth level doesn’t believe in gender. So there is some change, 
but in terms of actually structuring medicine to include women’s knowledge, and to be family friendly in 
its undergraduate and post graduate structures it is just beginning. 
 
SUMMARY 
To date, research on female rural general practitioners has focused primarily on their experiences 
at the practitioner level. This chapter offers significant new findings about the strategies employed 
by men to maintain and secure their privileged status, against efforts by activists to generate 
change at the organisational level (Schwarz & McDonald, 2004). The results indicate that the 
dominant medical culture is ‘slow’, ‘ignorant’, and ‘strongly resistant’ to the pursuit of gender 
change by women activists. The current organisational culture, clearly illustrated aspects of stage 
one and two of Sinclair’s model. These findings about gender forms of exclusionary strategies 
reveal how: 
 
Women and medicine are constructed in a traditional male-dominated culture. Built into the organisational 
structure are norms about what medicine is and looks like, how one should behave, but these social mores 
have been constructed in the absence of women. Therefore, how women organise themselves and their 
efforts is very much a result of their peculiar position, and the need for women as rural GPs and activists to 
be attentive to the boundaries. ... It is important to understand the traditionally male culture in which 
women often operate, and the influence this has, whether conscious or unconscious, on the strategies they 
exhibit and prefer (Sinclair, 1998). (Schwarz, 2003, p. 4) 
 
Drawing upon data from in-depth interviews with seventeen of these women, the five main ways 
in which dominant masculinist discourses are (re)produced and maintained over time is by: the 
professional disciplining of doctors as amorphous, genderless persons; the dominant cultural view 
that male, full-time, procedural doctors are the ‘norm’; the powerful positioning of men, and 
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exclusion of women in organisational structures; and the threat to conform to professional 
standards. Embedded within these dominant exclusionary practices are ideological notions of 
“male-as-norm” and “the problem is women”. Flow-on effects from the above five cultural 
closure strategies are: the resource intensive nature of being an activist; the associated dilemmas 
in managing an activist profile; the loss of momentum for change; the lack of ownership for 
women’s issues by the dominant culture; and the political (dis)interest from governmental and 
formal organisations. This chapter has interrogated these taken-for-granted ‘truths’.  
 
Findings show that with women activists working in organisational structures, medicine has 
progressed beyond the denial of women’s issues. Whilst women’s actions have made marginal 
adjustments at the organisational level through research, policy initiatives and awareness raising 
activities, the culture rarely moves beyond rhetoric or tokenism. Women doctors are seen as ‘the 
problem’ in a profession that is not attuned to the way women work and expects women to just 
‘fit in.’ There is strong resistance to and a lack of resources for women ‘moving in’ to create 
female-friendly structures. Also, women GPs, including some of the activists, have learnt that 
they must not challenge too far or too hard. What positions the women do hold, are under male 
control. It is reasonable to suggest that the organisation of medicine remains strongly patriarchal 
(Schwarz & McDonald, 2004) seldom moving beyond Sinclair’s stage two, and on such 
occasions, change is tenuous. In total, “[w]omen’s interests continue to be subordinated, [and] 
exclusionary practices allow the men who control the organisation of rural general practice to 
maintain their privileges” (Schwarz & McDonald, 2004). Alston (2000) highlights how significant 
the role of ‘the state’ is in either advancing or resisting changes for women: 
 
The state is seen as a key instrument that has maintained the gender order through its support for customs 
which ensure male dominance. However, it is also a key instrumentality that can have a critical impact on 
changing women’s subordinate position. (Alston, 2000, p. 51) 
 
On a more optimistic note, poststructural thinking reminds us that power is socially constructed 
and thus relations of power are fluid. Although medicine is a powerful institution in society, it is 
neither immune from contestation nor restructuring (Alston, 2000; Pringle, 1995, 1998). In the 
next chapter we see how women are creating avenues for change, and slowly and by ‘stealth’ are 
seeking to alter the very systems that marginalise and subordinate them. Sinclair’s stages three 
and four are addressed in chapter seven, that illustrates how women are working together to build 
momentum for change. 
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Chapter 6 
Reworking the field: Inclusionary strategies in pursuit of 
gendered change 
 
… women are not helpless victims of … power relations … but are key agents of change who can 
destabilise these relations creating more equitable arrangements at the micro- and macro-levels.  
(Alston, 2000, p. 48) 
 
OVERVIEW 
This final chapter of part two explores the dimensions of ‘mainstreaming a gender perspective’ 
within the organisational culture of rural medicine. This chapter continues to examine the current 
state of gender change from the views of seventeen women activists. The previous chapter 
unearthed the dominant culture’s exclusionary practices which reinforces patriarchal discourses. 
Chapter six now explores women’s agentic responses to the rural medical industry’s cultural 
climate, largely falling short of Sinclair’s stage four, ‘Commitment to a new culture’.  
 
Chapter six makes visible the skills and insights that women bring to pursuing organisational 
change by addressing the research question: What are the current inclusionary strategies used by 
activist women to challenge the dominant masculinist discourses and advance an agenda for 
change? As such, we consider how women’s tactics for reworking the (rural medical) field 
constitute a major form of agency (Rimmer, 2002). This chapter highlights the way discourses are 
never fixed, but are continually (re)produced (Weedon, 1997), and thus, how women’s actions 
may negotiate changes towards the formation of more inclusive discourses (Davis, 1998). In 
particular, I focus on women’s efforts to pursue gender changes that move the rural medical 
culture beyond a position of ‘the problem is women’ to stages three, ‘Incremental adjustments’, 
and four, ‘Commitment to a new culture’ of Sinclair’s framework. Despite women’s strategies 
over the past decade to mainstream a gender perspective, their attempts are hampered by 
dominant exclusionary discourses. The results are presented to show how these constraints impact 
on women’s actions.   
 
Firstly, women’s stories of becoming agents of change are presented. Secondly, I analyse through 
Sinclair’s framework and other related poststructural theory, the eight main ways women work to 
create gender change, termed as inclusionary strategies. Finally, I summarise key findings, in 
relation to the how women’s activism is “articulated as a voice of resistance” (Alston, 2000, p. 43) 
against the dominant masculinist discourses.  
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BECOMING AGENTS OF CHANGE 
The discussion on how women became agents of change is presented under the following two 
headings that reflect activists’ experiences about their subject positions: firstly as ‘insider’ 
activists (ie. GP medical professionals – many are experienced rural practitioners); and secondly 
as outsiders (ie. not medical professionals).   
 
‘ Insider’ activists 
All twelve of the medical women (mostly rural GPs) described how they felt pressures of working 
in a male-dominated culture, whilst ten of twelve, also identified direct personal experiences of 
the gendered nature of their work/or training. As professionals they were expected to be ‘honorary 
men’. In other words, there is the “implicit assumption that doctors have no sex or gender” 
(Wainer, 2004a, p. 4).  
 
In retrospect, these medical women activists reflect upon and speak about these experiences 
within an alternative framework that is conscious of the dominant values and norms inherent 
within the profession. In line with poststructural thinking, this illustrates that individuals are never 
fixed within a discourse, but reflects “the contradictory and constant redefinition of self each time 
we think and speak” (Weedon, 1997). However, the opportunity to reflect and ‘choose’ one’s 
positioning (Davies, 1991; Weedon, 1987) may not be apparent when we consider the disciplining 
nature of dominant discourses within medicine. Thus, the question is: how do medical women 
move from a position of “what is, to what might be?” (Davies, 1991, p. 51).  
 
A poststructural analysis reflects how women GPs become activists at the organisational level. 
Their first experience was to live out their lives as a genderless doctor. Many commented on 
struggling to fit in, or indeed were accused of being the problem. Four medical women’s stories 
illustrated transition from their discursive position of ‘the problem is women’ to acquiring a sense 
of personal agency. Their stories are pieced together to produce the narrative that follows.  
 
In their time as GPs before becoming activists, there was no dialogue or meanings within the 
dominant discourse to legitimate the gender differences between women and men as doctors. 
Because these activists were in many ways pioneering medical women, such as being the first or 
only female GP in their practice, they “were subjected to the regime of meaning” (Weedon, 1987, 
p. 34) held by the dominant culture, that is the gender-blind position (Schwarz & McDonald, 
2004). Even if they felt their lack of fit, the problem was perceived as a personal one (Quadrio, 
2001; Weedon, 1997). Indeed these ‘normalising discourses’ mean the individual is unlikely to 
question “how they came to subscribe to what is, or is not considered ‘normal’ ...”(Hardin, 2001, 
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p. 17). Due to the lack of a gender perspective within the medical culture, talking to other medical 
women about personal quandaries was never thought of. Alston (2000) reminds us, that within the 
patriarchal sex-gender order “women have lacked alternative frames of reference from which to 
critique their inequitable experiences ...” (p. 166). Pratt’s (2004) work on spatialising discourses 
may explain how women locate an alternative frame of reference. Pratt (2004) sees that the 
individual “become[s] aware of the contradictions between discourses” (p. 20) and thus, reflect on 
one’s positioning by moving through different physical spaces which is relative to moving in and 
between various discourses. Indeed, the turning point for these four women and for two others 
occurred in a space where women could collectively discuss their problems, not as personal 
failings, but as socially produced conflicts shared by many women (Weedon, 1987). For example, 
one of the pioneering women recalls, the first time in which she had this opportunity, in an all-
female group: 
 
This would have been, probably about ten years ago ... And we had a teleconference – just of these female 
rural doctors  – some of the fairly prominent female rural doctors in the state. And within ten minutes it 
was off [the topic] and onto what all our problems were. And the sort of struggles of ... trying to combine 
family life and work, your different style of practice, and all of those things. And it was really the first time 
I’d ever talked to anyone about it – that I was even having a struggle ... And for a lot of the other women it 
was the first time they’d ever talked about it. Because a lot of us were the only female doctor in the town 
and if you ever said anything to any of the blokes it was sort of as if you were whingeing. ... I guess [we] 
were struggling with what we’ve been brought up with, what our instincts are, and what the structures were 
that we were trying to work in.  
 
Through gender consciousness-raising events, like the above quote illustrates, women recognised 
the contradictions (Weedon, 1987) between the dominant discourses within the rural medical 
culture, and alternative ways of knowing. This was not intentional. They did not seek out the 
experience rather they gained awareness at a time when the emerging culture change within rural 
medicine was gaining recognition. It was rather serendipitous – via conversations with other 
female GPs, by participating in gender awareness-raising events, by accessing female GP 
research, and by meeting with pioneer activists, women uncovered their issues through new ways 
of seeing their struggles, the way they practised, and their gendered experiences. These “socially 
produced conflicts and contradictions” (Weedon, 1987) were named and recognised for the first 
time. Once seeing that their difference was not a personal but a group experience, this insight gave 
medical women the impetus to act. As the above activist goes on to say, she was empowered to 
provide support and visibility to issues of concern for female rural GPs: 
 
And so then [she] and I thought we really need to do some [work] on this ... because it just seemed no-one 
had ever tried to find out what the women’s needs were.  
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Whilst few GPs retold of becoming activists in such a linear fashion, it does seek to illustrate the 
motivation for change inherent in many of the medical women’s stories, as a whole, and the 
articulation of “an alternative voice of resistance” (Alston, 2000). Other medical women became 
involved in the agenda for change through identification and nomination by their colleagues and 
particularly by other activists. All medical women recognised the importance of mainstreaming a 
gender perspective for female rural GPs and were committed to assist the cause.  
 
‘Outsider’ activ ists 
The five “outsider” activists, who are not medical women, had strong social understandings about 
issues for women, believed in the importance of feminism or gender equity, and saw the great 
need for cultural change due to the feminisation in the medical workforce. One woman illustrates 
these interests: 
 
Even if I were not a committed feminist, and even if I did not believe that consumers of health care services 
need both men and women operating at a maximum level, then I would also in my current job, in any case, 
be looking at a workforce of the future, which will probably be at least sixty percent female. So that’s 
where I’m coming from.  
 
Some made proactive decisions at the outset of joining organisations to advocate for women’s 
issues, and others found their job descriptions (to some degree) had an ‘inside focus’ on female 
rural GP issues and their interests developed from there: 
 
I just found it amazing, that people just weren’t tackling it. So I started to articulate that ... within my 
organisation, particularly within [my department]. And somewhere around [a rural GP project], I could do a 
bit. I could write some stuff, I could frame it to make sure it was framed to pick up on those sorts of issues 
... and work with the women in the project around those issues.  
 
From this broad philosophical standpoint, rather than advocating for issues from personal 
experience they advocated for issues from a feminist perspective. Their voices are often bolder 
than GPs (who are often not equipped with these social discourses), and indeed are not as 
‘vulnerable’ as they do not belong to the GP world. Their identities increased around the ‘gender 
mainstreaming’ movement as their involvement in activist activities developed. The positioning 
of activists as agents of change as insiders and outsiders is further discussed in the following 
section on the ways women work to create changes, particularly under the strategy of 
‘positioning’. 
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INCLUSIONARY STRATEGIES: EXPRESSIONS OF AGENCY 
The eight main inclusionary strategies of change which as considered ‘expressions of agency’ 
(Rimmer, 2002) are depicted in table 9. They should not be regarded as an exhaustive list nor 
exclusively gendered (Sinclair, 1998) but rather, are illustrations of the ways women work within 
a rural medical context to “bring forward their concerns and insights, to document them, to 
provide a vocabulary and theoretical framework, and to contribute to policy documents and 
political processes that enhance the visibility of female doctors in rural conferences and 
representative bodies” (Wainer, 2004a, p. 5). The inclusionary strategies are discussed in the order 
they appear in table 9 from most to least frequently mentioned. 
 
Making contribut ions 
This section describes the contributions women make, the struggles they have in making 
contributions, and the strategies they employ to overcome those difficulties in order to make 
contributions within a gendered environment that sees “the problem is women” (stage two of 
Sinclair’s framework). All seventeen activists were committed to making contributions. This 
included being involved on rural medical boards/committees, and particularly meetings organised 
by activist women; supporting and mentoring other women; presenting at conferences; delivering 
workshops and training on research, education and practice related issues; developing policy and 
research; and coordinating awareness-raising activities on female rural GP issues. The agenda for 
change is ‘consciously carried’ in their work by being a voice and having a presence within the 
structures. Making these contributions is viewed as an important strategy by activist women: 
 
And I think just being a voice, like being someone so that they know there was a figure head for this stuff, 
so if they had any issues, they could come and talk to me about it.  
 
I think you need to be there. Simply the fact that you can be chair of [organisation], or are doing a lot of 
things I’ve done at the national level, just the fact that you‘re there, basically says that, women are and their 
views are valued in what happens in rural medicine ... and you make sure that those sort of issues are on the 
agenda of what’s talked about - but I think it’s actually good to have actually some women there to start 
with.  
 
It was not uncommon for women to be involved with work among other activists. Because of 
limited resources (outlined in the previous chapter) it is at the personal cost of activists. Women 
have committed time above and beyond their normal workloads, without recompense, to 
contribute to the agenda.  
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Table 9: Inclusionary strategies to mainstream a gender perspective 
 Number 
of 
activistsa 
  
• Making contributions 17 
Being involved collaboratively eg. On women’s committees and in decision-
making; in organising or presenting awareness raising activists; in developing 
policy and research.  
 
Being a voice and a presence within the dominant structures.  
Prioritising and adjusting work/family arrangements in order to contribute.  
  
  
• Creating networks/ Building a team 17 
 Supportive peer networks for endorsement and encouragement.  
Informal ‘get-togethers’ with women, often created by word of mouth, for input into 
work in progress.  
 
Wide, cross-organisational representation in women’s committees/working 
groups. 
 
Outcomes focussed, short term teams but building future relationships.  
Activist teams for supporting, collaborating skills, knowledge and experiences.  
  
• Creating legitimacy  16 
  
Building momentum   
  
Know how the system operates  
  
Discourse  
 “How to speak the language and communicate”  
 “How to present the results”  
  
• Facilitating projects that makes women visible/present 15 
Advocate for gender sensitive and inclusive research, curriculum and policy.  
 Gender analysis.  
Transfer gender knowledge into medical culture.  
  
• Enabling “female friendly” structures 14 
 Understanding the “ways women work”.  
 Female friendly training, committee structures (For females by females).  
Building policy for female rural GPs to be integrated in mainstream medicine.  
  
• Empowering women  13 
 Mentoring and encouragement between women.  
 Coaching new and potential leaders.   
Strategic appointments of women to influential boards/committees.  
Training women to bring out their best.   
  
• Positioning 11 
Locus   
Spatial positioning of activist in organisational level.  
  
 Outsider versus Insider activist  
Status of activist as a GP or not a GP.  
  
Incremental change versus a transformative change approach  
Different ways of working and differing degrees of change.  
  
• Having clout 10 
Persistence, initiative.  
Hard work and commitment.  
  
  
a Number of activists whose comments reflected strategies identified. Total number of activists interviewed is seventeen.  
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And I applied to ... get funding to do that. They gave me a miniscule amount of money which was in no 
way sufficient to do the work ... So I did a gender analysis of that and wrote a report.  
 
Women’s response to the lack of structural and professional resources is to make contributions in 
the form of group collaboration. Collaborative work highlights the values that underlie how 
women work to create change. A number of activists saw that the type of contribution made by 
women was a distinctly feminine way of working. One women activist cited current gender 
research which suggested that at critical moments women’s reaction to stress is not the flight or 
fight response, but “gathering together and tending and protecting your little chicks”. In other 
words, building networks and empowering others is an important component in women’s pursuit 
of change. Women have been very good at working for the cause rather than for money or status: 
making contributions in the form of time and energy is due to their passion and convictions. For 
example, a significant part of the agenda for change, being the research into women’s needs and 
issues, has been well co-ordinated and planned in order to use what limited resources have been 
available to the utmost:  
 
And I think one of the things we did which was clever ... was using our resources to the absolute 
maximum. ... we had a group of us and we got together and we discussed what was going on and how we 
could maximise what we were doing. ... We’ve had to ... make sure we weren’t duplicating what each other 
[was] doing .… because we’ve had good resources but nothing like the resources that other projects have 
had.  
  
A common problem in making contributions for activists was the resource intensive nature of 
working for change detailed in chapter six. The interviews with women highlighted their multiple 
commitments as activists, as other representatives, as mothers, and as GPs. As reiterated in the 
following statements about the difficulty of “balancing life” issues: 
 
I was just overloaded with all these multiple things I was doing.  
 
And she’s said, ‘Well I’m just feeding the – (she’s got a two year old) – I’m spooning soup into his mouth 
and I’m thinking why the hell aren’t both of these kids asleep, and I’m trying to work out what the tiles for 
the new house are and I can’t get my mind around the [conference] stuff at all.”  And ... that was good, 
‘cause that’s the sort of rate at which – multi-tasking sort of stuff there that my life’s full of all the time.  
 
Some women GPs have found creative ways to prioritise their lives that gave them space to make 
contributions to the agenda for change. The structures themselves in which there are women’s 
positions are important in supporting their involvement including flexible committees, job-sharing 
and teleconferences which “means that you can do things from home”. These women had 
occupied part-time positions as GPs to accommodate for blending work and family commitments. 
With astute prioritising this could also include medico-politics.  
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I try and fit into scraps of time here and there. ... But yes, I would think it would probably take up the 
equivalent of sort of a nine to three spare day. ... it’s all about prioritising.  
 
Some GP activists had strategies in place to ease their domestic and child-care duties to a degree. 
For example, they had partners who shared responsibility for children and household matters, and 
also organised paid domestic assistance.   
 
... because I guess my husband did take the main role of minding the children, so it then meant that I was in 
fact almost doing a male role, so maybe gave me more time to do things. Whereas if you are working and 
running the household and being the main person responsible for your children, then it doesn’t leave 
yourself as much time and energy to be involved in other things.  
 
Whilst women struggle to be part of the agenda for change and are left with little time to pursue 
this important work, it highlights too the systemic problems of the medical profession in failing to 
ensure that the medical structures are able to accommodate women with multiple roles.  
 
Creating networks/Bui lding a team 
Team-building and networking is another main strategy mentioned by all activists in working 
together to create change. “Get-togethers and reinforcements are very necessary” because without 
this strategy actions would have less credibility and be more susceptible to failure. All activists 
had initiated or had been involved in networks. There is three levels at which networking occurs. 
The quotes below each description illustrate these differing tiers of networks:  
 
• Grassroots networks, provide space for female rural GPs and registrars to make peer contacts 
and improve professional/social support: 
 
At all our conferences we actually organise, a social networking time for the female rural GPs so they get 
to talk to each other ...With the group of registrars we have, they all know the females they can ring up and 
talk to. So there’s networking on the ground, so you’ve got comrades you can talk to. ...probably the 
networking would be the biggest positive achievement that we’ve taken out of this [project] and making 
sure we always have a function for the female rural GPs.  
 
• Formalised (but flexible) female rural GP working groups, such as a standing 
committee/reference group within medical organisations, provide an alternative safe space to 
discuss issues from female viewpoints and endorse action. These are often initiated by or 
involve activists.  
 
We also have a rural ... female doctors network within [the organisation] ... we have small working groups 
to look at particular issues ... it meets about every four to six weeks usually ... There’s never more than 
about eight to ten  people at the meetings. But this of course very much reflects the nature of the group, 
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because one of the issues is that they’re mainly part-time women, who are trying to deal with families as 
well as being very busy general practitioners. They don’t always have the time to do this. But we have a 
sort of a core and they come and go.  
 
• Collaborative activist teams are situated across various organisations, at national and 
international levels; include female GPs and medical students but predominately other 
activists; and provide a forum to guide future actions. These are often informal, short-term, 
outcome-driven teams which build future networking contacts.  
 
So, I got together with about half a dozen of the women including students, and so we met and wrote [a 
policy document] basically. And then arranged for three of the doctors to present it ... which is fairly scary.  
‘Cause if they get challenged ... it doesn’t have to be adopted by the conference. They can say, “We don’t 
like it. We want to amend it. Where did that come from? What does that mean?’ It was a fairly challenging 
document to say the women didn’t want to be committed to working the way the men did.  
 
The second and third levels are the most relevant here as they have the direct involvement of 
activists to build a team and a network of women. The first level is indicative of the 
implementation of change projects resulting from female rural GP research recommendations. 
Important elements of creating the second and third type of network are: all female representation; 
a broad range of membership across organisations including academic, rural practice and 
workforce planning positions; and are outcomes-focused.  
 
The first thing that we did, was set up a really broad range committee, so that the committee was [over 
twenty] women ... and so it seemed really important to just have it as a project, you know where a lot of 
people [women] could go ... so that seemed like a very important thing.  
 
A driver may build a team of women activists by organising ‘get-togethers’ at a function, 
conference or similar occasions to work collaboratively for the purpose of creating action. The ad-
hoc and opportunistic nature of these meetings leading to change is highlighted by the following 
activist: 
 
So then from the workshops I got a group of women, four or five of us, who actually developed the 
recommendations to ... then worked with [an activist woman] to carry those through on the 
recommendations committee. And then they became part of [key policy document] and then the 
recommendations were adopted…  
 
Organisational groups at the second level are responsive to women’s needs. For example, due to 
the distance between most of these small but extensive groups, teleconferences are a useful 
medium to ensure greater accessibility and enable overcommitted women and women with family 
responsibilities, the means to participate. Another important element for effectiveness of networks 
is to have voluntary rather than disinterested members: 
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... well it’s a voluntary group, it used to be representative ... but this was a fairly inflexible paradigm... 
Because you get people who are sort of fingered ... by their [heads]. They may or may not be interested in 
the ... predominant issue or perhaps not as interested as you need to be to spend yet another evening on 
teleconference ... it’s not unusual for the organisation to have two, three, perhaps even four a week for 
various things.  
 
Networks are often created by personal invitations or word of mouth when work needs to be 
completed and takes the form of committees, working groups and conference groups with 
interests in rural or just female GP issues. Policy, research, recommendations or curriculum 
development was mentioned as key objectives of the networks that work “very co-operatively”.  
 
The importance of women’s groups and networks is crucial in sustaining an alternative discourse. 
Alston (2000) tersely notes in how women’s organisations are points of resistance to traditional 
male bureaucracies: 
 
[They] provide space for the development of women-centred knowledge and practices and allow the 
subjugated voice of women to develop. Women have taken great delight in finding their ‘voice’ and 
developing women’s positions through their various gatherings and forums (p.167) … they sustain and 
value women, they nurture and develop them and they provide a safe organisation where women are 
accepted as central characters. (p.184) 
 
The same can be said from remarks made by women activists about the value of women’s 
networks. Activists highlighted the advantages of the gender-specific nature of women’s 
collaborations. Not only do networks provide effective avenues to drive issues forward, but “[t]he 
hunger that professional women feel for endorsement and encouragement…is undoubtedly one of 
the reasons why women’s networks have thrived” (Sinclair 1998, p.104). Activists noted the 
consolation women gain from identifying their shared experiences, skills and issues in a 
supportive environment: 
 
This sort of networking seems to have two purposes. One is circulating information and progressing issues. 
And the other one is sometimes just simply talking about things of mutual concern. Because rural doctors 
are by definition often very isolated. Female doctors often don’t have a great deal of peer group contact. ... 
And you’ll often hear ... women saying, “Ahh yes!”. You’ll hear ... that voice of recognition that somebody 
else thinks that.  
 
And I sat there thinking, “So all these things I just thought were my issues.” ... Yeah, it was a huge 
revelation. Like I’ve just thought, “It was my thing, that I was so slow, and did so much of the counselling 
stuff.”  Like I had heard it sort of said, but sitting with a group of ... ten other female rural general 
practitioners, it really blew me away ... I felt like, “Oh there are all these other people doing things just like 
me!   
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Within networks, women share, sustain, value, nurture, and develop other women (Alston, 2000); 
as well as develop approaches to action by sharing knowledge, skills and expertise. Women 
networked with other women regardless of “organisational alliances” (Victorian Women's Trust, 
2004, p. 27). Collaboration between activist women is common in terms of the open forum 
discussions, sharing information, knowledge and building partnerships. It was evident that 
because groups are women-operated and more informal there is less politicking and more 
resourcefulness, inter-organisational communication and more “peer group collaboration, 
discussion and consensus”.  
 
I think that the network across the country in supporting what each other is doing, has been absolutely 
crucial. ... that is one of the [advantages]. I do think we’ve made the most of our resources and not tried to 
be competitive about it...  
 
So we need groups like that one ... because it didn’t take any notice of some of the medico-political politics 
that goes around. ... I don’t need to tell about the ins and outs of the conflicts between various 
organisations. Now, OK they’re there. But I think, we as women who are working on common issues 
should be able to work together.  
 
Women saw the open, non-competitive nature of groups as valuable but a few highlighted their 
fragility in the competitive and controlling environment of the medical profession. Once networks 
become “more structured and formal ... then we also have to take some of that adhockery out of it, 
which is a pity. Some of the spontaneity and excitement will inevitably be lost in bureaucratic lists 
of who’s representing what and so on. It’s a difficult balance that one.”  
 
Creating legit imacy 
Activists were aware that in order to achieve change they had to create legitimacy for the topic. 
Sixteen of the seventeen activists commented on the ways they achieved legitimacy in one or 
more of the three main categories discussed below: by building momentum; by knowing how the 
system operates; and by using legitimate meanings within the discourse of the dominant culture to 
gain approval.  
 
Building momentum 
Women were conscious that their own work was part of a wider strategy occurring in research, 
programs and initiatives of other activists to “building momentum,” and creating the impetus for 
change.  
 
And when I say building the argument, I mean we just keep it on the agenda. We keep discussing it. We 
keep bringing people in to discuss it. We keep generating material about it.   
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This international policy work that I was doing was in part building up the body of evidence for the need 
for change. You’ve got to establish your credibility.  
 
And the second thing I want to be a standard part of our work is research. That if we’re running things, 
have an element of research around it, so you can document what’s happening, you can make analyses, you 
can collect data, and you can build forward around that, rather than just do stuff ...   
 
The flow on effect of having a growing evidence-base was being able to draw on this knowledge 
to maintain the movement through various female rural practitioner committees, awareness raising 
events, policy recommendations, and further respective research and practice initiatives. The 
desired outcome is to make issues for women a legitimised part of the overall work that 
authoritative bodies conduct. In principle, this meant mainstreaming projects for women and 
achieving transformative change. One activist articulates the critical nature of moving from 
building momentum to mainstreaming: 
 
You’ve got to respect gender, you’ve got to affirm gender, you’ve got to let people explore those issues in 
appropriate ways that are specific to them. But unless that’s also mainstreamed you lose the impetus of it, 
and you lose the change potential. You know, if it’s completely always separated as a separate community 
of people and interest, you get nowhere. So you need to mainstream policy and services and responses.  
 
Mainstreaming a gender perspective is evidenced most clearly by two prominent projects 
documented in the chronology and related literature (Hovel, 2002; Wainer, Bryant, & Nobelius, 
2002). Firstly, is the ‘RUSC project of national significance’ with a core aim to implement a 
gender perspective into rural medicine. This project is now funded as part of the core rural 
curriculum across Australian universities, six of which have skilled women academics to integrate 
it into the curriculum. One of the new objectives is competency in gender and medicine and 
captures the issues of female rural GP. One of the activists in academic medicine comments on 
this change:  
 
And I mean that’s going to be a huge benefit to us because we can say, “Look this is one of our 
performance indicators, we’ve got to do it.’ And that’s only [recently] started ... so I think it will be very 
helpful.  
 
The second example of mainstreaming was on the international platform at the 5th World Rural 
Health Conference in Melbourne, 2002. The conference chairperson, an Australian woman in 
rural practice and academic medicine, requested that one of the key themes be gender issues for 
rural health professionals and this was endorsed by the organising committee led by a sympathetic 
chairman (relates to ‘getting men on side’). An activist in attendance at the conference positively 
remarks: 
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... to get actually that fantastic feeling to walk around the conference and see gender everywhere!  
 
As evidenced by the RUSC project, acquiring adequate funding meant there was the means to 
develop the project more broadly and extend the agenda into the mainstream. Most activists spoke 
about lack of adequate funding available for implementation of projects. The way women 
overcome the problem of shortage of funding, was discussed in the strategy of ‘making a 
commitment’. The following quote reiterates this sentiment about making efficient use of limited 
funding by building upon previous work: 
 
I think it’s really important that we don’t just duplicate research but we actually build on what has gone 
before .… so that this bit of research found that, so the next thing to ask is this, and the next bit we need to 
do is that.  
 
Knowing how the system operates 
In order to create legitimacy experienced activists were attentive to the political processes and 
areas of resistance inside medical organisations. Many were mentored by other activists with this 
kind of strategic thinking and also learnt such skills from experience. Knowing how the system 
operates was detailed overall by fourteen of the activists. This includes the following elements.  
 
• Firstly, knowing where the resistances are, and uncovering processes to move the agenda 
forward through accessing the expertise of other female activists (Lawless, 2003). One GP 
activist highlighted the lack of female leaders within medical politics and as a result searched 
for mentorship from male leaders:  
 
[A] lot of my mentors have been male GPs, who’ve been involved in the politics of it all, who’ve certainly 
encouraged me and been there when I needed to sort of bounce a few questions off somebody as to what 
should happen or concerns about the process. There have been a few females around who have been 
heading up other organisations at the same time that I’ve been involved in, but there’s not been a lot more 
of the senior ones before that.  
 
• Secondly, recognising the importance of identifying “authorising senior men” (Lawless, 
2003) to support projects. The majority of activists using this kind of strategy were successful 
in getting actions passed. Also relevant here, was the need to “start pulling strings with our 
friends in higher places”, including those few women at the top, to establish rapport with 
these prominent figures in order to gain their understanding and concerned vote. For example, 
one activist stated: 
 
And you sort of think, “How can I?” And this was what [a driver] said: “You actually need someone in a 
position of power to support you to get the issue happening”. And when I spoke to her about this she said, 
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“Can you pin-point a professor or someone at top level, with an interest who can support you and can help 
push this through?” ‘Cause she knows that little lackeys are never going to get it through.  
 
• Thirdly, knowing how the system operates require considerations about when and how to 
present a marginal perspective within the dominant discourse. Inclusionary strategies 
capturing these elements include “doing the groundwork” (related to timing) so that activists 
are equipped with research facts and statistics to argue for its legitimacy; and secondly, 
applying a “tread lightly” approach (related to discourse) to present gender change projects. 
This activist’s statement illustrate some of these points:   
 
[The research] was important, so that we were able to say, “Well look in fact there are particular issues for 
female doctors.” And in many ways it was number crunching how many female doctors work part time, 
how many of them have the main responsibility for the children ... So I guess really, the results didn’t 
surprise me or many other people, but what was important was to have that research.  
 
• Fourthly, recognising “the importance of recommendations”. For example, one novice activist 
seeking advice from her activist colleagues to pursue gender change was told to attach 
recommendations to a discussion paper and use debating style tactics to present them to the 
decision-making panel. By utilising this strategy, she ensured that not only was her alternative 
point of view expressed but actions (ie. in the form of recommendations) were passed at board 
level. Furthermore, this ground-work enabled her to secure subsequent gender activities “on 
the coat tails” of those initial recommendations.  
 
Discourse 
The theme of discourse was discussed by fifteen women in terms of the ways to integrate a gender 
perspective into rural medicine considering the strong cultural barriers evident in the attitudes, 
norms, and ideological stances of the medical profession. Learning the cultural language of 
medicine in terms of “how to present the results” to the medical profession, and “how to speak the 
language and communicate” with female GPs, was important in creating legitimacy and opening 
opportunities for change. As one activist stated, “The wording is always so fundamentally 
important”. The activists understood that to gain acceptance from the dominant culture you had to 
learn the rules. This is not an indication of women joining the dominant culture but rather, 
learning how to work within the dominant discourse and use it effectively for their own ends. As 
an activist illustrated in the following remark:  
 
That was really important, was just how to present the results and the conversation that went around the 
results, which was always: “This is a medical workforce problem that we need to address, just in terms of 
our future workforce”.  
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Also pertinent to this strategy was the need to be “deeply respectful of the skills and knowledge 
base” of female rural doctors and to see learning as an exchange of skills and experiences. One 
activist woman understood her role in the agenda for change is to: 
 
... create the language, and to take it places that the medical women themselves can’t take it ... to position 
myself as not a moral in my own right, but as ... someone to articulate the skills that belong to somebody 
else, and to take them where my strategic skills take them.  
 
There were five distinctive areas discussed by the activists around creating legitimacy that are 
relevant to the sub-theme of ‘discourse’. Firstly, is the need to present change projects to the 
medical profession in an acceptable form, such as taking on a masculinised discourse. The two 
main ways of gaining acceptance was by presenting results not as part of the feminist debate, but 
by speaking from inside the system, from experience, or by presenting it as a workforce planning 
issue using facts and figures.   
 
I was actually quite intrigued, that one of the things I’ve found is that you really need to approach people ... 
in the manner in which they work. So when I talk to a male who has worked his way up the hierarchy, I 
need to talk about research, I need to show figures, I need to show why it’s cost effective ... and even for 
some women, [using those masculinised discourses] because they’ve come through the medical system, 
they’re going to see this as airy fairy stuff, not as I see it. They’re going to need proof, benefits .… Given 
that women tend to work on telling stories, you think that everybody else will understand that your stories 
are significant, and that’s not the way medicine works.  
 
The other way was to broaden the scope of the project’s content by making it generic. The 
message was to tread lightly rather than boldly (reflected in six activists remarks). For example, 
an academic activist believed the way to integrate gender into the medical course was not as a 
stand alone topic as “that’s been very tortuous and clearly ineffective,” but rather as “part of 
ethnicity and cultural background ... as a [component], because I feel just doing gender gets more 
backs up”.  
 
Secondly, there was some argument that by using the generic response – that “men have those 
same problems too”– diminishes the status of women, and “loses the gender aspect of society and 
work” (supported by the remarks of five activists).  
 
Thirdly, on the other side of the coin, it was about applying a women-defined discourse and 
challenging the dominant discourse. The ability to communicate with female GPs in their own 
language and translate their stories into the dominant culture by using a women-defined language 
(i.e. “tell it as it is”, as the women see it) was tried by a number of activists (four activists’ 
comments). 
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Fourthly, by applying a women-defined discourse, activists were challenged by senior men in 
authority who held dominant attitudes, and consequently women activists learnt to curb their 
language (six activists’ comments). 
 
And so it was well received by the female doctors, but it was really interesting. When I had to launch it ... I 
was really very much aware that certain ... key members –  key male doctors – were a little bit sensitive 
about it, and I had to be a bit careful about what I did. And I just try – and as I said, you get in there and 
you do the job, you don’t beat the drum. You just do the job and let it stand for itself. If you beat the drum 
people get sick of you beating the drum and they don’t listen to what you’ve got to say.  
 
Fifthly, the challenge for activists was to get acceptance for women’s projects in women’s 
language. Activists were asked by male members to change perceived threatening terms. Some 
women were blocked, whilst other activists with more strategic expertise and/or sheer persistence, 
succeeded in gaining approval. Three activists’ comments illustrate this. 
 
Faci l i tat ing projects that makes women visible/present  
Of the seventeen activists, fifteen discussed the importance of and were facilitating projects that 
make visible issues of women in rural general practice. This inclusionary strategy is representative 
of stage three and a precursor to stage four of Sinclair’s model. Here activists work to “eclipse” 
the dominant discourse by making incremental adjustments (stage three) that move the medical 
culture beyond its male-dominated traditions towards a commitment to a new culture (stage four).  
That is, women are “reworking the field” by their various actions within the medical structures to 
advocate for gender inclusive research, curriculum, policy and practice. Women may then build 
upon this “groundwork” for enabling the implementation of “female-friendly structures”. Table 10 
summarises activists’ main ways of working to facilitate projects that make women’s presence felt 
within the rural medical culture.  
 
Facilitating research reports and presentations that focused on women’s experiences in medicine 
was “one of the things that might shift the balance. If we’ve got more evidence to suggest there’s 
some inequity or some need to look at gender issues specifically”. The language the women used 
to describe these initiatives spelt out their objective to make their projects gender inclusive by 
increasing the presence of women’s voices and raising the importance of gender-competent 
research methods. For example:  
 
It was the first female generated survey ...   
 
It was about women’s issues in women’s language.  
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... a women-defined national data set.  
 
Women should be on the platform – because they were invisible ... They should be plenary speakers, they 
should be visible.  
 
Through background research, activists had in effect made it an issue, and were able to challenge 
dominant discourses embedded in policy assumptions: 
 
The first thing I guess we’ve done is made it an issue. ...  So I think it has become more of a core issue for 
[rural doctor] organisations. 
 
Well I guess that theme that I have had all the way along [is] you’ve got to change the culture of rural 
general practice ... I was very critical of government policy, but I linked government policy to being 
influenced by some pretty reactionary medical associations like [one of the rural organisations]. And ... 
basically if you look at the government policies they are based on the assumption that it is a male GP who 
has either a spouse who doesn’t work or who’s job is very much secondary to his who can therefore, 
provide support for running the family and be there, there’s no problems about on call and that. So he will 
be procedurally trained in either, obstetrics, anaesthetics or surgery, and he will be an owner of the practice. 
And that really those assumptions need to be interrogated because what you’re finding is that the new breed 
is not going to have a wife. 
 
 
Table 10: Ways of working to facilitate projects that makes women visible/present 
• Bring forward the voice of women by using inclusive (women-defined) language in qualitative 
research. 
• Through background research and presentations ‘raising it as an issue’ of importance, and to 
challenge government policy assumptions (eg. Challenge definitions of rural GP and male-defined 
policies). 
• Include gender analysis in organisational processes and policies, and establishment of an ongoing 
base data-set on female GPs in rural practice. 
• Integrate ‘a gender perspective in medicine’ into the undergraduate curriculum at all Australian 
universities. 
• Educate the medical hierarchy about the concept of gender and its relevance. 
• Conduct gender-raising awareness events to create attitudinal change and name it as an important 
issue to integrate in training, practice, and professional structures. 
• Conduct professional development events and discussions involving presentations by female role 
models to empower and skill women with strategies to cope with gender-based harassment, and 
issues surrounding medical career and family. 
• Listen to women’s voices through mentoring roles in training structures. 
• Have women representatives present in the structures of medicine. 
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Gender analysis in generic rural medical workforce structures, in contrast to creating new female 
rural GP structures, was an area where some activists commented there was little evidence of this, 
whilst others were able to craft incremental adjustments to make inclusive the issues for women: 
 
And this is very much what I do, and I suppose in doing this, one is always able to make sure that gender 
analysis, not feminism, but gender analysis is a component of any policy or program that one is 
considering. So I guess that’s how I do it. ... Anything that I write or put forward views on would have 
certain forms of differential analysis. One is that, certainly by gender and that’s a very important one. 
Another one, for example, is by age ...  
 
We also do collect quite a lot of data. ... And we’re starting to show that we are getting quite a number of 
females coming out in the country, but they don’t stay as long as a lot of the men.  
 
I guess what I’ve done is just try and actually work through the normal system, rather than say that, 
“Women should be there rather than just the men having the running of all those things.” But it was seen as 
worthwhile specifically looking at the female issues [on a female working group that reports to the 
organisational board] to make sure [those issues] were brought in ... that made sure we had the female 
viewpoint into any papers that we produced.  
 
Medical curriculum was another important pathway for facilitating the “translation of gender 
knowledge into medical culture”. One of the objectives of the gender sensitive training was to 
assist female rural medical students to “develop a conceptual framework in which to think about 
their femaleness instead of it just having to be a problem”.  
 
Women present in the delivery and decision-making structures of medicine were seen as 
fundamental for change. These activists promoted women’s involvement in the structures of 
medicine as mentors, teachers and decision-makers in medico-political organisations. They also 
advocated for increasing the numbers of and opportunity for female doctor working groups to be 
less elitist and more inclusive.  
 
[A rural organisation] had a female doctor group, just to bring in female doctors issues as well which has 
been going on for about eighteen months ... Victoria was the first state to have a female president, and then 
Tasmania has one, and at the moment Queensland, Tasmania and New South Wales all have a female ... 
president in each state. So it’s changing.  
 
I decided to write a submission to our [organisation] to say: “I think we should have a gender issue 
representative as a specific position on the [organisation]”.  
 
And it’s been good to actually work with [women on a women rural GP research reference group]. And I 
think it’s a positive thing for women too. A lot of women doctors ... they’d come to conferences, but they’d 
see that the people who organised the conferences were all fellows. Whereas a numbers of the girls actually 
commented and said, “It’s nice to actually see a lady up doing this.”  
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When considering “the future trend will be for an increasing proportion of female rural doctors” 
(Wainer, Strasser, & Bryant, 2005, p. 8), rural medical organisations face an “enormous risk” of 
becoming “alien to women” if they continue to marginalise a gender perspective within research, 
planning and decision making. 
 
Enabl ing female-fr iendly structures 
Many of the activists (fourteen of seventeen) expressed their support and determination to 
establish structures in medicine that enable women to have equitable access to the medical 
profession, eliminate discriminative practices, and enhance the attractiveness of rural practice for 
women. Here, we see elements of stage four of Sinclair’s framework, ‘Commitment to a new 
culture’. The desires of women activists are to move to this level. The issues discussed here are 
women-defined policy, support systems, models for training and practice, and the development of 
a new discourse which are examples of and processes for enabling structures for women in rural 
practice.  
 
Creating a women-defined policy for female rural GPs is a fundamental way to enable female-
friendly structures to develop. Three key policy documents are ground-breaking in shifting the 
dominant discourse to a more inclusive one. These policies are present at the national level within 
one of the medical colleges (ACRRM), and on the international scene. One activist commented on 
the function of having these policy structures in place: 
 
Those major two international documents, the Calgary Commitment, and the Wonca policy on female rural 
family physicians are two [reference documents]…which people can draw on to change rural practice for 
women – make it more women friendly! 
 
Integral to this strategy is understanding “the ways women work” and how they have experienced 
medicine. Understanding is achieved through one’s own experiences of the medical system, by 
listening to women, and recognising their needs.  
 
One of the ways women work is because we are so multi-tasking, we can’t just say, ‘Yes we will do that,’ 
we have to be able to do other things. So you have to be able to move women in and out as their life 
demands change. So that’s why job sharing and backing each other up and having some flexibility is 
critical ... A  lot of the reasons why women won’t take on representational roles is because they know they 
don’t live a life that’s as clearly defined as that, but if you set up structures which allows women to move 
in and out then they will.  It has to be a guilt-free option to pull back when they can’t.  So if you set those 
structures up then you get women coming forward.  
 
In short, the expectation that women will be on-call for their families and their community is 
unrealistic (Wainer, 2004b). Work and family balance was one of the major aspects highlighted 
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by activists, and supported by literature (Doyle, 2003) in designing structures suitable for the 
specific needs of women. Many activists highlighted this was an imperative for women. Research 
shows that rural women GPs have the major responsibility for children (Doyle, 2003; Tolhurst & 
Lippert, 2003), and even as medical students, women are planning how to combine family and 
work (Quadrio, 2001): 
 
The female students say ...: “I need to work out a way I can work part-time. I have to work how I can combine 
medicine with [family].” … [F]or the women it’s: “I must find a way to do it.” The women see it as more of an 
imperative whereas for the men it’s: “This is how I would like things to be.” So I think there’s generational change, 
but I still think there are gender differences.  
 
 
Table 11: Examples of female-friendly professional and social structures in rural medicine, 
mentioned by activists 
Professional structures 
• Development of female rural general practitioner policies.  
• Continuing professional development (CPD) and training ‘for females, by females’.  
• Educational initiatives and policies that are designed by the users, that is women rural GPs. 
• Conferences, CPD and other educational events incorporating activities for the spouse/partners 
and children. 
• Flexible work structures including provision for part-time and job-share work including on-call; and 
flexible training practices in terms of hours, time allotted to complete the training and placements 
according to family location.  
• Professional development training on leadership and negotiation skills, to enable women to become 
proficient at negotiating terms and conditions, for example, in their own practice, and as lobbyers to 
direct recruitment strategies. 
• Flexible medico-political committee structures in terms of teleconference meetings so women are 
able to access them from home and job-sharing roles. 
• The need for extra-training for re-entry into the workforce after birth and rearing of children. 
• Salaried medical positions that have the advantage of flexibility to “go into and work for a few years 
and then leave;” and “you also don’t have to negotiate for a lot of positions, they’re fixed. You go in 
knowing what to expect, rather than having to go into a private practice and then negotiate the 
terms and conditions.”  
• Locum cover and locum reimbursement for women in remote communities.  
• General and female-specific training provided by local DGPs.  
Social structures 
• Local female GP networking groups via electronic or face-to-face contact.  
• The need to mainstream issues of childcare and maternity leave.  
• The need for project officers to work on social and professional issues for women GPs at the local 
level, to assist in management and support strategies.  
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Women were involved in setting up female-friendly structures taking into account a “more 
blended approach to work and family life” (Quadrio, 2001, p. 227, following Krener, 1994) to 
ensure rural general practice is attractive for women. Examples of female-friendly professional 
and social structures, included in activist statements are illustrated in table 11. Whilst some of 
these examples have been tried, and most are embedded within related policy documents and 
Australian female rural GP research as suggested support strategies (Doyle, 2003; Roach, 2002; 
Tolhurst & Lippert, 2003; Wainer, 2001), the majority require further commitment to action and 
systemic integration into the structures by the rural medical profession. Given the current 
resistances and lack of ownership by the rural medical industry in general, action is at best 
piecemeal.  
 
The presence of (rural) female GP working groups in medicine was seen as an important part in 
enabling female friendly structures  “because there is a greater voice for women 
practitioners…Women are getting together and recognising their own skills, and sort of 
advocating their own skills more effectively”. Women activists are developing new models 
incorporating the ‘female-friendly’ elements from table 11. They demonstrate different ways of 
doing things, as evidenced in these activist statements: 
 
And I organised a [training weekend for women] deliberately structured so that there was lots of good food 
and good wine and luxurious environment, because I wanted to care for the women at the same time, as 
well as providing a learning environment.  
 
And ... she came over and said [about the ‘for women, by women’ CPD weekend, that] “It was just the best 
[one] that I’ve been to!” ... Certainly all the feedback sheets that we had were really positive. They liked 
the small group learning. They liked the way it was structured. They particularly enjoyed the clinical 
sessions that were in a small group and with women leading them all.  
 
Furthermore, this activist notes that these female rural GP events are becoming known as “this is 
the way we do it” models and adopted by other women leaders in medicine. These models are 
contesting the “generic doctor approach” (Wainer, Strasser, & Bryant, 2005, p. 9) and are 
allowing women to “be women as well as doctors” (p. 9). On a personal level, one women activist 
was putting this into practice by not camouflaging her family life which would only further 
perpetuate the dominant discourse: 
 
And for me it’s a really important thing to ... incorporate that running of the family with being a doctor. So 
that I am happy enough to ring a specialist from home, and the kids are yelling and stuff in the background, 
and I’ll turn around and say, “Can I have some quiet here!” ... Cause I figure every time that we don’t – 
whether we try and hide the fact that we are trying to run a family as well, I don’t – I try not to let myself 
use the children as an excuse for things, but nor will I try and cover up the fact that I’ve got kids, running 
around. 
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Furthermore, these fundamental changes offer a glimpse of new alternative discourses being 
developed in contrast to the dominant discourses in medicine. The building of this kind of new 
knowledge and skills is the beginning of what could be seen as a discursive-shift from a ‘generic 
doctor approach’ to an approach which maximizes flexibility and encourages diversity (Wainer, 
Strasser, & Bryant, 2005) through an enabling culture. This view is reflected in the following 
quote: 
 
Because women are saying, “I can’t be the [doctor] the way you’ve been the [doctor]. I can’t do this 24 
hours, seven days a week stuff.” But I think, for a lot of the guys, that’s their model of what a rural doctor 
should be – very self-sacrificing ... just absolutely there for the community. But the women are saying, “I 
can’t do that, I won’t survive if I do that.” ... I think we need to think very creatively about how we can 
provide, a quality and adequate service to our communities, but at the same time survive as a people.… But 
I think the thing that really needs to happen is some models, because we know what the issues are. ... And 
I’ve really got to the stage, after I started work here, that I thought, “I can’t be encouraging these young 
ones to go out and work in the situation that I worked in, and for them to work as unsupported.” So that’s 
why I really want to see something happen. 
 
Empowering women 
Empowering women means increasing women’s confidence in themselves and as activists. 
Empowering women is a part of building an “alternative voice of resistance” (Alston, 2000, p. 43) 
by equipping women with strategic skills and knowledge; increasing their confidence; and 
nurturing and supporting women in their potential or ongoing activist positions. Emerging from 
thirteen women’s stories entailing this sort of inclusionary strategy was a majority who had 
received mentoring from driver activists and a few had by influential men. Mentoring refers to 
gaining support, nurturance and expert advice and skills. This involves coaching women to get 
actions passed and identifying and training new and potential leaders. For example, a few activists 
highlighted the significant results that mentoring produces: 
 
... and I had a long conversation about what it was all about, and she said yes she wanted to be involved. 
“Right well, I’ll train you in leadership skills.  I’ll train you how to do it, I’ll work with you.” And we’re 
still doing that.  
 
In the statement below, one novice told of her success in gaining authorisation from the medical 
hierarchy for a “female-friendly” project, and partly attributes this victory to the mentoring she 
received from other experienced activists:  
 
But anyway, [the project] was carried overwhelmingly, including ... a big commitment of money ... the 
women who had been involved ... were quite over the moon, cause they said, “They’ve never committed 
any money to anyone before, EVER! Do you realise what you’ve done! ... So I think looking back, I think it 
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went through because I was a newcomer and wasn’t aware of all that background, so I wasn’t daunted by it. 
... And I also had some really expert advice, and so that helped a lot.  
 
One woman illustrates how mentoring facilitates personal growth and develops self-confidence:  
 
[I’m] not more than a general practice registrar, so not much more than a lackey in a department trying to 
push an issue. I mean [the driver] had all the faith in the world in me. And she said, “You just go and do it. 
You can do it, you’re strong; you’re powerful.” And she invited me along on one of these leading academic 
[women] seminars –  ... which was fantastic. “What am I doing here, with all these people?” ... so basically 
I enjoyed it and again felt empowered and that I could do things.  
 
Empowering women was important to “encourage [women] to put themselves forward…and 
encourage[e] her to believe in her own skills” to bring out their best. One woman described the 
success of this strategy: 
 
[I] helped [a potential key woman activist] and a couple of other women identify what was going on and 
when they got mad, angry where to go with that. And [that woman] has been a major player ever since. 
Now I am only one of the many people contributing to that.  
 
Mentoring enabled women to move into strategic positions on boards and committees. Women 
activists recognised: the need to “provide leadership training to these women, including some of 
the non-academics who I know would be influential in the future”: and also the need “to 
encourage more women to do it – to teach, to learn, to come in and do this”. Equipping women 
with new skills, and empowering women to think and work in new ways was beneficial to women 
at the personal as well as collective level to work as activists. This is a kind of “succession plan” 
to build an empowered female GP community in which to enact gender change. In the process of 
becoming a doctor, activists work to develop cultural awareness among (female) medical students 
about medicine’s masculine beginnings and empower them with new knowledge, strategies and 
confidence. As medical professionals this mentoring continues as women are encouraged to take 
up and are recruited into activist positions, and these women will seek out or be given expertise 
about how to be agents of change. The following quotes illustrate this continuum of “empowering 
women” through the various stages of their career as a GP. At the educational level, one activist 
explained the empowerment process: 
 
Medicine really has grown up as a really very gendered career – it’s a very male-based career history. And 
that doesn’t always make it sit well for women. I would like them to be aware of some of the conflicts that 
they are going to run into before they do. That’s my agenda .… My aim is almost immunological if you 
like. I would really like to give them a little dose of the vaccine so that when they actually meet it they say, 
“Oh yes. This is what they meant, and I can do this or this about it.” So that they don’t get left 
disempowered and wondering why they don’t fit. 
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The personal benefit of this kind of empowerment within medical school was highlighted by a 
young activist: 
 
I found personally that having the involvement with [other activists] really good for me, in a sense ... 
they’ve faced all these issues, when they didn’t know they were coming, and sort of had to deal with them. 
However, it’s good to talk to them about how they did overcome any barriers. And for me to know, rather 
than sort of go out into rural practice and say, “Shit. Oh my god what am I getting in for.” ... Whereas, like 
now, I put it in my mind and say, “OK well, this is what I’ve got to face, and before I get to that point I will 
work these things out.” Or if that happens, then I will try and handle it this way…or I’ll put in more support 
mechanisms, or I’ll use friends more, or I’ll use other networks more or whatever. ... So I think that mental 
shift really has been important for me, particularly in ... maybe not deciding to go rural, or not being 
interested in going rural, but more of ... making me feel more comfortable about going rural.   
 
At the practitioner level, as medical professionals, the importance of further “mentoring, training, 
encouraging and nurturing” was highlighted by activist women:  
 
So you need to mentor and develop your young women and your old women too. ... And you need to 
encourage them, and empower them and make them see that they are actually able to achieve things. ... 
Somehow actually nurturing them so they feel that they can have a voice and do have a voice. And 
encouraging them to believe that it is worth it ... And maybe we do need to start young, and cope with the 
fact that they’ve got all these other things to do before they get to a position where they can actually be 
active.   
 
There’s some great teachers who are women, but they need to be encouraged ... we need to constantly 
remind people who are putting these courses on, “Find some women teachers! Bring in women teachers.” 
They teach better. Women hear them better. They don’t use this junky, bloody sexist photos and stuff to 
keep [the males’] attention ...   
 
Activist women’s stories highlighted the importance of continuing to empower women as new 
and potential activists. Women had both received mentoring and been mentors for other women 
within the organisational level of activism. Remarks from women who received mentoring note 
its significance: 
 
And so I had a lot of learning to do in how to do that. And  ... [X] was a great help with that. Firstly, in 
helping me in understanding day to day practice for a female doctor in a rural practice; and also how to 
speak the language and communicate. And she is also a very skilled educator and workshop facilitator, so I 
learnt a lot from her along those lines.  
 
[The activist women were] fantastically supportive ... It was great to have that kind of debrief capacity with 
them. 
 
Then as mentors, women highlight that continuity of the agenda for change is assisted by the 
inclusionary strategy of empowering women:  
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And I had identified and worked with women who were ... either on the boards, or they weren’t the 
presidents at that point, and got them together to talk about what they had in common and to share some 
skills and strategies.  
 
I’ve got to get more women involved doing things, representing [the group] …. to groom someone to 
follow on.  
 
This ‘succession plan’ is with the desired outcome to build an empowered female rural GP 
community to mobilise change. 
 
Posit ioning 
Positioning refers to the locus of activists within the organisational level of rural medicine; their 
status as outsider versus insider agents for change; and how they ‘carry’ the pursuit of gender 
change (ie. either a ‘tread lightly’ or ‘tell like it is’ approach). How these three dimensions impact 
on women’s choice of inclusionary practices and the degree to which change is possible is the 
focus of the following discussion. Transcripts coded under this theme reflect both the 
commonality and diversity between women in pursuing change in relation to their positioning 
within the rural medical culture. Of the seventeen women interviewed, the narratives of eleven 
highlighted the importance of their positioning.  
 
Locus  
Gaining “inside access” and being “well positioned” was imperative to women’s pursuit of 
change. This spatial positioning of women within organised medicine is highlighted by the 
following quotes: 
 
I think [x] has been trying as hard as she can ... [but] she’s not inside [italics added] any group. 
 
And so I …caucused with them really to find out whom each of them was [italics added] and to find out 
how we would carry it forward and what they needed from [the organisation].  
 
The way [X] worked ... she’s been inside [italics added] that organisation, and been able to sort of bring it 
up and follow it through. And so I think that’s important.  
 
Women who worked in positions within medical organisations are important in keeping the issues 
on the business agenda. Working in formalised positions in organised medicine with women’s 
groups and in the inner circles of decision making gave activists the means to gain inside access to 
influence and hold some degree of power to mobilise the agenda. Women activists saw the 
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importance of having formalised positions in the decision making structures. For example, an 
‘insider’ activist stated: 
 
I think what is ... good about being [X], you can use the position and the authority of the position. And it’s 
as much just telling people because you’re [X] ... these things should be happening. And people believe 
you . ... And you get away with it. And so you can talk your way onto committees and things and start 
influencing things .… So I suppose what I am saying is that it’s really useful to give women titles, have a 
sense of authority too, cause they can ... It’s almost an equivalent of a pin stripe suit: It authenticates them 
and validates them and, and validates the women they’re representing as well.  
 
Furthermore one GP activist comments on the importance of having within the organisational 
policy a clause that ensures women are representative on the board in the same numbers as the 
female membership, and that these are more than “just a position”. Otherwise both representative 
positions and female groups appear tokenistic (Sinclair’s stage three), meaning the organisation is 
not willing to make a real commitment to cultural change (stage four). 
 
Insider versus outsider  
Some women spoke of having a feminist stance from which to speak about the inequitable status 
of women yet lacking the critical ‘insider’ position in which to gain credibility from the general 
practice profession. One woman felt that a crucial strategy for her as an “outsider” was to draw on 
a critical mass of ‘insiders’ (ie. female GPs) for support, and to link to their ‘insider status’ to 
move the agenda forward. This was important in not being cast as ‘illegitimate’. As she states: 
 
It seemed terribly important to not just have someone like me saying: “This is what our surveys about, this 
is why we need to challenge that dominant culture”, because I am not a GP. But it would be a little bit too 
easy I guess to just say, “She’s just coming ... you know (inferring from a feminist viewpoint). So ... the 
first thing we did was set up a really broad range [women’s] committee ... so that seemed like a very 
important thing.  
 
Critical feminists see it as imperative that leadership positions are filled by women who have a 
passionate feminist consciousness (Alston, 2000; Lake, 1999). However, most of these activists 
were outsiders who lacked status in the GP world. So from various vantage points women saw the 
contradictory nature of their positioning: 
 
Those activists who were not GPs were conscious of their ‘outsider’ position, and the need to respectfully 
manage their relationships with medical organisations, medical professionals and medical women.  But 
also, ‘because I am not a doctor,’ as one ‘outsider’ activist commented, meant that as ‘an agent of change’ 
she could ‘speak the language of the [female] doctors that they are too afraid to speak themselves’ and not 
be ‘knocked off’ by the profession (Schwarz, 2003 p. 4). 
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So whilst ‘outsider’ activist women felt that their credibility was lessened to some extent, they 
also felt that they were better able to advocate and “articulate the issues” for women from a 
“gender perspective” rather than a “generic doctor” approach (Wainer, Strasser, & Bryant, 2005). 
Some activists commented that ‘outsider’ women had “more time and energy to be supportive” as 
they were less oppressed by the medical culture. They were also well respected by the female GP 
community.  
 
Incremental change versus a transformative change approach  
Women work in different ways in a medical culture governed by strong masculinised discourses 
according to their own political beliefs and conviction, their locus within medico-politics, and 
their status as a GP or not. There was not an ‘ideological’ consensus among activists on how to 
work towards change. The debate, similar to the dilemma faced by the feminist movement, is 
whether women work in incremental (‘tread lightly’) or more transformative (‘tell it like it is’) 
modes. These two approaches to change are discussed below. One activist aptly remarks:   
 
I guess that this raises quite an important issue: an ideological rather than methodological one. To whether 
in any feminist group, or any group that is looking for culture [change] whether what is desired or possible 
is merely to change the ways of working so that you are better able to manipulate current systems and 
operate within current paradigms. Or whether what we are really looking at is an actual paradigm shift.  
 
Incremental change  
Incremental change is where change occurs slowly and (to some extent) reinforces the status quo, 
however, there is less resistance to the change project. This type of change is at Sinclair’s stage 
three because it allows only for incremental adjustments. Women will work within the existing 
structures by the use of inclusionary strategies. For example, they include a female point of view 
in discussion and policy papers, and other events by recognising the need for childcare, locally 
delivered workshops, on-call arrangements, and suitable times to meet. The approach supporting 
these changes is to see women’s issues as issues for all GPs. It is likely these adjustments are 
considered as generational change rather than specific female GP issues which would be more 
readily acceptable. In effect, these changes support the dominant position of the status quo, and 
reinforce its legitimacy.   
 
By making adjustments at the margins, women are given positions on decision-making boards 
within highly controlled hierarchies but have no real power to achieve change. It is rather 
tokenistic. It is likely the dominant culture will choose women who are incrementalists, who hold 
a conservative view, as opposed to a feminist consciousness. Quadrio’s (2001) examination of 
women in Australian psychiatry supports this observation, by quoting Lorber (1984):  
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[Because] male gate keepers are not yet convinced that women are trustworthy colleagues (only) a few 
tokens are granted honorary manhood, most women do not become members of the powerful and 
prestigious inner circles. (p. 8) 
 
Some activist women participating in female GP interest groups, as well as representatives on 
rural organisational committees, could be considered honorary members because they were of the 
opinion to ‘accept it and make the best of it’ (Soja, 1996) and not “to beat the female drum” 
(activist comment). That is, their choice was to work within boundaries set by dominant 
discourses, rather than single out female GP issues. In hindsight, this mindset is at stage three of 
Sinclair’s model, where incremental changes occur but not enough to remove the insidious 
barriers to produce cultural change. These women are co-operating with the activist community, 
but may not necessarily be playing as active lobbyers, in order to avoid the stigma attached to 
such a role (Quadrio, 2001, p. 198). Activist women, who took on a similar role to this, were all 
GPs. They were more conservative in approach; they would tread gently, taking a softer approach 
such as embedding women’s issues under the banner of more generational issues. One women 
“gatekeeper” in a general practice departmental position held such views that maintained the 
status quo – perhaps because she found power in being an ‘honorary male’ or  “identif[ying] with 
the aggressor” (Sinclair, 1998, p. 138). She believed that female rural GP research has been “done 
to death”; questioned why women GPs have children; and was of the opinion that the system 
cannot expect to accommodate women. One activist made similar comments about the inaction of 
this woman in the relevant department: 
 
So it’s very, very awkward ... I don’t know of anything that has been done. ... There’s no-one there sort of 
pushing the agenda. I mean [X] ... she’s not passionate.  
 
Transformative change  
Transformative change, as it suggests, is a large leap forward from the status quo to embracing a 
new discourse. It is reflective of Sinclair’s stage four, ‘commitment to a new culture’. However, 
this type of change involves more risk, as the culture must shift to embrace new ways. This was 
aptly described by a young women activist who was interested in moving from the “jump through 
hoops” model to a position where “I like to bend structures rather than bend people into those 
structures.” As such, she speaks of women having agency to ‘bend the structures’. This is where 
women create new enabling spaces for women to thrive as doctors. They do this: 
  
• by developing an alternative discourse that describes women’s ways of practising and 
knowing; and,   
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• by building supportive environments being less intimidating than traditional masculine-based 
settings. For example, ‘for women by women’ modes of teaching which takes into account 
different ways women learn to men. 
 
Transformative change projects work outside the norm, and traditional parameters and so may be 
accessed by a minority. Once established these projects need to be mainstreamed. There were a 
number of women as activists in this position who boldly speak about women’s issues; who 
legitimise and empower the individual way female doctors’ work; and who are prepared to “tell it 
like it is,’ and to “not [be] flavour of the month” and be the only one present in doing so. On some 
occasions these women were successful. On other occasions colleagues and the medical hierarchy 
would not vocally endorse their remarks. Since there are so few women as strong representatives 
for women in traditionally masculine departments “women will often find themselves in the 
difficult position of ‘solo women’” (Quadrio, 2001, p. 198), compounding “existing feelings of 
isolation, alienation and deviance” (p. 199). At least two women in their comments had 
“perceived their deviant status” (p. 199) and one had been cast in the role as “token woman” (p. 
199) as if it was her only function in the organisation, as highlighted in the following quotes by 
one “outsider” activist: 
 
And so in terms of this [x] committee, I kind of felt I was starting to get a bit labelled as the ... ‘feminist.’ 
That’s OK, I don’t give a shit about that, but I think they were thinking, ‘Oh here’s this woman, and she’s 
come in and all she’s on about is women’s stuff.’  
 
The issue had become hers: the committee had come to see it as her ‘own’ issue, it was 
personalised. She later stepped down from the position which could be attributed to the “sense of 
intractability of male orientation and culture” (Nadelson, 1987, pp. 37-38) she felt was 
overwhelming the organisation. 
 
Transformative change is about stage four of Sinclair’s model, where women are made visible; 
where women are empowered; where there are established female-friendly structures; and where 
the profession provides safe and supportive environments for female medical students, 
practitioners and leaders. However, without commitment from the organisation itself, activist 
women will find transformative change impossible.  
 
Having clout 
Persistence, initiative, hard work, commitment and assertiveness, and a track record are the 
elements of this kind of strategy. In their narratives, women described the qualities they admired 
in other women, such as “these people who are really working so hard and are so committed”. It 
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was rare for women to say they possessed these qualities however, it was reflected in how they 
worked or how they could gain better outcomes:  
 
The whole thing about not really asserting what you need ... I wouldn’t do that again, yeah, I would 
definitely, definitely say: “I will do this and it’s an important workforce planning issue and therefore, I am 
going to argue for resources to do it”.  
 
Featured below are the traits of ten women accompanied by a quote which provides an insight 
into how they work as activists.  
 
• As drivers, they “keep the conversation going” with their persistence, clout, and initiative. 
 
They were making some decision about how long you would be allowed to study in the grad dip before 
your time was cut off. [The activist was arguing more than five years to account for female GPs for time 
out to raise children before school entry]. And so I pushed them and pushed them. And they would not, 
would not, convert it. And I think in the end I got some clause ... But that was the only time that I pushed it, 
and probably way beyond where the mood of the membership of that table was. And I thought I was with 
the membership, in terms of the female rural membership. There was predominantly men at the table. I 
hammered them on that one, and you could see them get a bit toey with me. ‘Cause I was sort of 
overstepping the staff member line to some extent.  
 
• They set personal agendas and keep honest to their convictions. “I’ll do it my way” type 
attributes. 
 
There was a bit of a feeling that there should be some males represented. I just didn’t think it was an issue 
for them.  So I felt strongly about that. That was one thing where I stuck my ground.  
 
There’s others who ... probably don’t accept the way I do things because it’s not sort of the macho male 
who is doing it, but I refuse to compromise on that and yeah, and I’ll do it my way. And I mean I have a 
few little rules of my own around what I do and don’t do, and it’s only when you actually break your own 
rules, that somebody talks you into it, that you find, “Oh I wish I hadn’t done that.” Yeah so, there have 
been certainly some of the older males, who have not been able to see that the way I do it is valid. But 
yeah, I think I have achieved results ... so I set my rules in what I am comfortable with doing, and try not to 
let people derail me from that. ... I think for women to realise they should do it with their own style and not 
compromise on that.  
 
... but the thing was, I am a feminist researcher, and I kept maintaining I have got to be truthful to what the 
women have told me ...  And yes you can edit my words, but you can’t edit theirs.  
 
• Activists are opportunistic and are willing to take up new challenges. 
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And ... one of the speakers couldn’t come. And so at morning tea I was asked if I could speak about gender 
issues: family friendly rural practice I think was the subject of the presentation. So on the spot I kind of had 
to make something up to talk about. And so I did. And that was the first time it had been formally 
introduced to a rural doctor meeting. Umm, and it worked.  
 
I’m also an opportunist. I think you have to be. [Those who hold my position and] who are not optimists 
and opportunists, don’t get very far. I think we need to take advantage of things that are happening. I think 
individuals, though this is very hard, need to take advantage of opportunities to take up positions in 
organisations.   
 
And I offered to join that [board] ... So with a double agenda, one was to assist with the writing ... But the 
other agenda was to make sure that the agenda, the recommendations around women were included in that 
foundation document. Because [from experience] if you are not there keeping an eye on those things, they 
fall off the agenda. So they are now part of the [policy document].  
 
• They have doggedness, are bold, forthright and stand up for minority views 
 
The other thing we did, was we gate crashed [the committee] because there were no women on it.  
 
• Activists share the ‘agenda,’ collaboratively working together and encouraging women’s 
participation: 
 
[A women leader] was there because I suggested her and so was [another medical women leader], so that 
was great.  
 
• They are optimists and see a way through.  
 
And partly you have to ‘Think big’ yourself. You know, think, “Oh we can do this.’  
 
I mean the government is unwilling but at the same time they’re not that unwilling. I think they could be 
talked around.  
 
Clout and persistence of the individual activists is needed to drive the issues through, however, 
the support and involvement of a core network of people is vital. These related inclusionary 
strategies were discussed previously in ‘creating networks/building a team’ and ‘empowering 
women’. 
 
SUMMARY 
This chapter presents an intimate account of the inclusionary strategies that activist women have 
employed to challenge the patriarchal discourses of rural general practice. In the early days, these 
women lacked a frame of reference to critique the inequities they experienced and reconstitute 
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their positioning (Weedon 1997). Through coming together, sharing their stories, naming the 
issues and forming a new language, a consciousness emerged and the movement gathered pace. 
The most effective strategies for gender change have included initiating projects that make 
women visible; claiming legitimacy by knowing how the system operates and by using a women-
defined discourse; developing female-friendly policies and continuing profession development; 
and building alliances and mentoring other women.  
 
This chapter highlights how women as agents of change are making incremental adjustments and 
are pushing the dominant discourse towards a commitment to a new culture. These strategies are 
about women creating a ‘critical location’ (Alston, 2000) in which to validate the experience of 
women, to develop women’s voices, to affirm their actions, and to build up an alternative 
discourse. Women’s networks provide effective ways to drive issues forward with 
encouragement, support, and debriefing from activist women “who are prepared to act with 
sophistication and boldness and who recognise the group interests of women” (Victorian 
Women’s Trust, 2004, p. 37).   
 
Within the loose activist community, groundbreaking work is providing the basis through which 
to mainstream a gender perspective in rural medicine. Women have begun foundational work on 
meeting the needs and interests of women through research, awareness raising events, discussion 
groups and policy. In conversations of the future directions, activist women see now more than 
ever, the need for action to ensure the momentum is not lost. Yet the state, its leaders, and the 
medical bodies hold the “power to effect change in the gender order, a power they appear 
reluctant to use” (Alston, 2000, p. 221) to produce significant and lasting transformations. Of 
concern is: the separatist nature of the movement rather than the ability to mainstream the agenda; 
the lack of accountability on the part of the rural medical organisations and government – the 
work’s been done, lets move on (Victorian Women’s Trust, 2004); that the ‘agenda for change’ 
has been largely under-resourced and under-funded, and there is evidence of only “spots of 
change” (an activist’s remark).  
 
In contrast to the previous chapter which focused on the production and reproduction of the 
patriarchal discourses, this chapter reveals the array of individual and collective strategies for 
change. Previous research in this field has focused on individual female general practitioners. This 
chapter offers the first insight at an organisational level of the forces for change in rural general 
practice. Chapter six also marks an important departure from perspectives that attend only to the 
dominance and exclusion of women, as it begins to highlight how marginalisation can be reversed 
and subordination can start to be overturned.  
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Chapter six ends the findings of the results at the organisational level of rural medicine. In Part 
three, we move into the grassroots level, and examine the practitioner level of rural general 
practice to see how women as agents of change are moving beyond the dominant discourses to 
creating their own space. It is interesting to observe how the macro-level of the gender order is 
reflected in micro-level of women as general practitioners, and for this reason, Sinclair’s 
framework remains highly relevant to analysing the results through a feminist poststructural 
framework. 
  
PART 3 
Individual change 
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Part 3 
Introduction  
 At the grass roots: Women as rural general 
practitioners 
 
OVERVIEW 
Part three presents findings of case study interviews with thirteen female GPs from rural areas of 
south-east Australia. The focus shifts from examining activist women as change agents at the 
political, educational and bureaucratic level, to examine the agency of individual women GPs to 
contest patriarchal discourses at the grassroots context of medicine and rurality.   
 
In the introduction, I build a profile of the women co-researchers by examining demographic 
information, the type of practice they work in, their working arrangements, their length of stay in 
rural practice, and their future life/career intentions. Secondly, I provide an overview of ‘The 
agenda for change model’, developed from Sinclair’s framework, to explore through a related 
‘theorising lens’ the feminist poststructural connections between findings at organisational and 
practitioner levels. 
 
PROFILE OF WOMEN RURAL GENERAL PRACTITIONERS 
Demographic profi le of rural women GPs 
The profile of women GPs is reported as aggregate data rather than as separate case studies to 
avoid the possibility of identification which could result in breaching the ethical conduct of this 
research. For comparison of demographic data of these female GPs with those surveyed in other 
Australian national and state studies, information is provided in Appendix B. The women co-
researchers are comparable to the national findings by Tolhurst and Lippert (2003) in nearly every 
respect, apart from an increase in hours worked due to a greater proportion of women in this 
research being practice partners and less who have dependent children. 
 
All thirteen GPs worked in RRMA areas 4 and 5 defined as small or other rural areas with less 
than 25,000 people (AIHW, , 2004b; AMWAC & AIHW, , 1996a; Department of Primary 
Industries & DHSH, , 1994; Victorian Metropolitan Alliance [VMA], n.d.). Ages ranges from late 
twenties to over fifty-five. Of the thirteen GPs, ten are married or in a long-term relationship, two 
are divorced (ex-husbands are doctors), and one is single. Two of the women live away from their 
spouses for work reasons and rent in town, seeing family only on weekends. Of the thirteen 
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women co-researchers, four are of rural origin. Six women, including three of rural origin, are 
married/partnered to locals of the rural communities they serve. Three of the ten couples have a 
rural background. Of the total number of spouses/partners, six are locals to the area and are 
business owners/operators including one farmer. This is noteworthy in relation to literature which 
shows that “marriage to a farmer or member of the local community” (Humphreys & Rolley, 
1998, p. 941) is a significant predictor of recruitment and retention of female general 
practitioners. Furthermore, a national report on female rural GPs (Doyle, 2003) identified 
partner’s choice as one of the top three reasons the women gave for choosing rural practice which 
is supported by other studies (McEwin, 2001; Rabinowitz & Paynter, 2002; Roach, 2002; Wainer, 
2001; White & Fergusson, 2001). Of the four non-rural GP partners (four of ten), one had 
generated a technical career in a regional centre nearby; one was a practice manager; one partner 
lived in the nearest capital city; and another was working from home. These two latter cases 
understood their female partner’s rural practice placement as temporary – the two women 
expressed with some regret their future intentions to move to larger urban centres to follow their 
partner’s career or aspirations. However, this reflects AMWAC and AIHW (1998a) findings on 
female rural GP work patterns.  
 
Of the thirteen women, six had family living locally (hers or her partners); six were three hours or 
less from their urban parents; and one was six hours from her metropolitan-based family and 
expressed this as problematic. Interestingly, five GPs said they had or intended to take the main 
responsibility for ageing parents. The parents of three GPs relocated to be closer to their daughters 
for this reason and two parents of these GPs had in previous years lived with and were cared for 
by their daughters. Nearness to family is cited as an influencing factor shaping a small number of 
Australian female GPs’ decisions (four to fourteen percent) about choosing a rural practice 
(Doyle, 2003; McEwin, 2001; White & Fergusson, 2001). 
 
Seven of the thirteen women co-researchers in this study had two, three, or four children. Three of 
these women had independent adult children; and four GPs had dependent children in terms of 
day-to-day and financial care, including two female GPs with children of pre- or primary school 
age – one was on maternity leave with her second child – and two GPs had children attending the 
local secondary college, and their eldest child attending boarding school or university. Refer to 
Appendix B for comparison with related research. In addition to these seven women, two other 
women indicated that they had responsibility for partner’s or relative’s children that entailed 
occasional care on weekends or shared-parenting on the basis of a few nights per week. 
 
In Australia, the majority of female rural GPs have children and are the primary care givers 
(Doyle, 2003). The experience in combining care-giving of children with work, in terms of the 
Part 3 Introduction 
163 
related professional and personal issues, is significant to women GPs in Australia and in other 
countries including Canada, United States, UK and New Zealand, (Brooks, 1998; Doyle, 2003; 
Rourke, Rourke, & Brown, 1996; Schmittdiel & Grumback, 1999; Sobecks et al., 1999; Tracy, 
1999). The needs of female GPs to balance multiple roles of doctor, wife, mother and individual 
(Rourke, Rourke, & Brown, 1996; Wainer, 2001; Wainer, Strasser, & Bryant, 2005) are vital 
areas for action. The way women in this research talked about their lives revealed that these 
professional working women assume the main responsibility of caring for children, in a few cases 
elderly parents, and home issues. Numerous Australian and international studies have identified 
the multiple roles of women physicians and the associated challenges in medicine (Doyle, 2003; 
Ozolins, Greenwood, & Beilby, 2001). The double-shift of working women is well documented in 
general (see for example Hothschild, 1989; Probert, 1997; Sullivan, 2000), and more recently has 
gained attention in the medical literature (Crompton & Le Feuvre, 2003; Gjerberg, 2003), and 
specifically in rural general practice (Carson & Stringer, 1998, August; Doyle, 2003; Durey, 
2004; Ozolins, Greenwood, & Beilby, 2001; Tolhurst, Bell, Baker, Talbot, & Cleasby, 1997; 
Tolhurst & Lippert, 2003; Wainer, 2001).  
 
Gjerberg’s study (2003) demonstrates that caring responsibilities is the primary cause for women 
doctors to move to part time work. In many instances, women in this study saw the flexibility of 
general practice as a medical profession, important in combining family commitments with work. 
Gjerberg (2003) suggests part-time work is most evident among medical women specialising in 
general practice, and that this is an “accommodating strategy to balance work and family 
responsibilities” (p. 1336). Whilst two GPs currently worked part-time for family reasons, most 
women with a parenting role mentioned the need to reduce their on-call and after hours 
responsibilities or to adjust work arrangements in other ways in order to care for young children 
as well as elderly parents, to spend time in their lives, and to manage domestic duties. One female 
GP with young children indicated that her job was ‘a priority over his,’ (because she would 
inconvenience more people than him on a day off work) so this meant her spouse took leave to 
care for sick children and held responsibility for bringing the baby to her practice for 
breastfeeding. Apart from this exception, all women who were mothers had the main 
responsibility for their children. The following remarks reflect the importance of adjustments to 
the co-researchers’ work lives whilst families are growing up: 
 
Jane: I was only working one day a week so it wasn’t a big issue [in terms of balancing work with family].  
 
Kirsten: I was actually happy with one in five [on-call] but when they offer you one in eight, it’s pretty 
hard to say no. Especially now that we’ve got four children and the weekends are pretty hectic, with school 
and sporting activities and that sort of thing happening.  
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Irene: And then I stopped before I had a baby. And my aim was really not to do too much work while the 
children were little. ... I really only wanted to do perhaps a couple of mornings a week.  
Did that work out for you? 
Well because we were in a situation where we owned the practice and all had a share in the practice, I 
could pretty much pick and choose what I wanted to work.  I mean obviously the ... doctors and patients 
would’ve have been quite grateful for me to have done more. ... But I just felt it was a priority to spend as 
much time with the kids as possible.  
 
One GP explained that her parents played a significant grandparenting role in the lives of her 
children and that was particularly important in negotiating a balance between her personal and 
professional life.  
 
Rural origin and rural medical exposure are recognised as positive factors in determining uptake 
of rural practice (Dunbabin & Levitt, 2003; McDonald, Bibby, & Carroll, 2002). Whilst most of 
the thirteen co-researchers were of urban backgrounds, eleven women undertook rural placements 
during their undergraduate and/or GP training. Among the women of rural origin (four women) 
the rural lifestyle, the family ties and marrying into the community were the main reasons for 
returning to rural life. Reasons for urban women taking up rural practice are complex and varied. 
In many instances it was because they had prior connections to the rural location. The female GP 
indicated that she had “fallen in love” (two GPs); gained work experience (two GPs); locum work 
(two GPs); or just a holiday visit (one GP) which led her to return. A number of urban female GPs 
indicate that their move was associated with her (two GPs) or her partner’s (one GP) career 
progression.   
 
Both women of rural and urban origin commented on rural placements. Some saw their 
experiences as positive in shaping decisions to become a general practitioner over another 
speciality. Some saw that the rural placements were positive in that it enabled them to see what is 
possible in rural areas; to feel more confident to do rural medicine; and in forming ties within the 
community with an invitation to return at a later date. Rural experience was one of a number of 
enablers that influenced their decisions to go rural. Rural exposure is strongly identified in the 
rural medical workforce literature as a significant recruitment and retention strategy (McDonald, 
Bibby, & Carroll, 2002), that may enhance positive attitudes towards rural areas and rural 
practice. Furthermore, evidence from the United States suggests that rural placements are 
associated with longer retention of doctors in rural areas (Pathman, Steiner, Jones, & Konrad, 
1999). For example, the following statement suggests, that Jeanette’s move from the city to take 
up practice in a rural town is, in part, linked to the rural rotation she completed in the general 
practice in that town as a medical student:  
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Jeanette: I mean the only reason I felt comfortable coming to the country was because I had known the 
structure here, I had been here for four to six weeks for my obstetrics thing in sixth year, so I knew that 
there was resident specialists and they weren’t particularly friendly at that stage ... But I knew the people 
and the settings and things and it was helpful.  
 
Pract ice type and working arrangements  
Of the thirteen co-researcher: ten women were working in a group practice of three or more 
resident GPs; nine held the position of practice principal or partner; eleven worked full-time and 
ten on-call after hours. Consistent with the national datasets, most of the women (ten of thirteen) 
are resident GPs (J. Pope & Deeble, 2003) and the majority (twelve of thirteen) worked in towns 
with a hospital and do hospital work (Doyle, 2003). See Appendix B for further detailed 
comparative information. Two of the females interviewed for this research were registrars and one 
was a salaried worker for an Aboriginal Community Controlled Health Organisation. Concurrent 
with this research, the state and national surveys (Doyle, 2003; McEwin, 2001; Roach, 2002; 
Tolhurst & Lippert, 2003; Wainer, 2001; White & Fergusson, 2001) found that women have a 
preference for group practices, and female rural GPs are more likely to be in salaried, contract or 
associate positions (eight of thirteen) and less likely to be practice partners (five of thirteen). 
Approximately fifteen percent of female rural GPs are practice partners (Doyle, 2003; Tolhurst & 
Lippert, 2003).  
 
Practice positions 
Women indicated that to be considered a practice partner one must ‘buy’ into the practice, be 
involved in business decisions, practise procedural skills and participate in the on-call roster. 
Women co-researchers were not generally attracted to practice partner positions for the following 
reasons: the extra commitment on top of (heavy) clinical responsibilities; women’s main focus 
was being a GP; the requirement to do procedural work and on-call hours; and the demands on 
family life.  
 
The history of the five practice principals was interesting. These women had not climbed the 
career ladder to become principals, rather, three had set up their own practice or when one doctor 
left, she became principal by default. As practice principals, these women GPs reported on the 
long hours and paperwork involved, and the emotional expense in having to run a business and 
keep staff ‘happy’, as well as be a doctor. The lack of skilled practice managers, added to the 
burden of women principals. The need to set limits on fulfilling an administration role as well as a 
full-clinical load was telling and difficult. One women GP implemented a ‘peer-accountable 
system’ that freed up time for practising medicine, enabling her to not feel so overwhelmed by 
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business issues. The following remark illustrates the perspective of practice management versus 
GP role: 
 
Jill: I sort of feel like I’ve been through so many traumas that I could almost teach practice managers 
myself, you know. ‘Cause honestly, a really good practice manager, is just absolutely worth gold, absolute 
gold. If they can take off a lot of hassle for you and help to give you some control over your finances, so all 
you do is practise medicine. That’s really all we want.  
 
For these women joining the partnership was seen as a commitment to the practice. However, 
unlike practice principals who had created their own settings, female GPs as practice partners (and 
women in lower positions) had to ‘fit in’ or negotiate work conditions – some of which had 
traditional work approaches to rural general practice and others that were more family friendly or 
flexible. One woman had no ambitions of being a partner, however, the ‘old boys’ club’ offered 
the position to her, and she became the first female partner – the other women in the practice were 
not working full-time. She sees the business side as something she would rather not do, and wants 
to concentrate on being a GP. Another woman considered but decided against joining the 
partnership, as through past experiences she had expressed concerns to the partners about the 
practice management but felt she was not listened to. Due to differences in ideals, she structured 
her work around not being too involved – she moved to practise in a way that she wanted to, to 
the extent that was available within the status quo. Frustrations with different styles of practice 
and with working out equitable financial arrangements were not uncommon in one practice where 
the wife of the (traditional male) GP was the practice manager, and “what he says goes,” 
regardless of the partnership.  
 
One practice was more flexible in its philosophy around work commitments and allowed one 
woman GP with young children to be a ‘half-partner’ which meant she did half of what the full-
time partners GPs did. As she says, “Everyone respects that everyone does their own thing and 
it’s really quite good. So I don’t feel like I’m not working enough.” As a partner she was able to 
decide on when and how much to work which was important in organising her life around family 
responsibilities. Since the interview, she gained a full reduction in on-call practice commitments 
due to interrupted nights being ‘on-call’ for her baby. The national RWA report (Doyle, 2003) 
identified that the most important changes suggested by the surveyed female rural GPs for 
increasing the recruitment and retention of their female peers was for flexible work opportunities 
particularly around shared after hours work and flexibility in on-call. Furthermore, fourteen 
percent identified that a change in attitudes towards female GPs is necessary to improve 
recruitment and retention, including a change in the expectations of their colleagues and their 
patients/community “to pull their weight” or participate equally regardless of family 
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responsibilities, to “an awareness of the legitimacy of the multiple roles of females” (Doyle, 2003, 
p. 36).   
  
Eleven women worked nine or more clinical sessions a week. All of these women were working 
forty hours plus per week and were defined as working full-time. Two women worked part-time 
which entailed four and five clinical sessions per week, and weekend on-call work every eight 
weeks. Definitions of part-time in the national study (Tolhurst & Lippert, 2003) were determined 
by women GPs as working two to eight sessions per week, and similar findings were identified in 
this research. However, some women’s work profiles were (re)defining the dominant meanings of 
full-time work which is classified as fifty to sixty hours a week (AIHW, , 1996). As two GPs 
stated:  
 
Katrina: I work full-time, which in the [name of town] medical world, full-time is classed as four days a 
week, and then a half-day either on-call or a Saturday morning. ... Four days a week – I love it. ... I do on-
call about once a week. I do one in eight weekends; it’s very nice in relation to other practices. 
 
Irene: I’m probably actually doing seven sessions a week ... which [when people] say: “Do you work full-
time or part-time?” I usually say: “Full-time” because by the time you add on hospital work and sessions 
and after hours work and the meetings, and the extra paper work and all that stuff you do, it generally 
comes to a fair bit over forty hours. ... Yeah. So I don’t quite know how people that work a full ten sessions 
a week manage to keep going, and manage to fit in the paper work and stuff. I guess that they have to find 
some structure in that. 
 
Those women working in differing modes to the other GPs in their practice – whether as a 
work/family/lifestyle balancer in a more traditional practice or less often, a self-confessed 
workaholic in a flexible practice – expressed angst about their personal work patterns compared to 
their (predominately male) GP colleagues, and struggled with feelings of guilt in resisting to 
conform with traditional ways of practising. Related literature points these pressures in rural 
practice (Ozolins, Greenwood, & Beilby, 2001) and to some inflexible support systems including: 
lack of support from practice employers; and resentment /lack of respect from male colleagues 
because different and additional work participation issues of female to male GPs (Doyle, 2003; 
Rourke, Rourke, & Brown, 1996; Wainer, 2001). It is this current work environment which 
undermines, pressures and makes women feel guilty about balancing their conflicting roles of 
partner, parent and professional (Durey, 2004; Ozolins, Greenwood, & Beilby, 2001; Tolhurst & 
Lippert, 2003). Doyle (2003) suggests the culture of rural general practice including its largely 
male dominated organisations requires change, and as yet, has to “openly acknowledge” that 
practice and work styles of female GPs “impact on their ability to practise medicine according to 
the generally accepted model” (p. 58). Furthermore, Wainer et al. (2005) recommend more 
diverse and flexible structures be incorporated within rural general practice. 
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Hospital  work 
All GPs worked in towns with local hospitals. One town’s local hospital had been converted to an 
aged care and emergency facility, the GP doing nursing home care and being involved in the on-
call roster for the next town. Only one GP was not involved in hospital work due to ill health 
(attempting to reduce hours and relieve stress and tiredness). For every other GP, hospital work 
was part of their early morning time table for half to one hour depending on patient load and 
conditions and also admitting and visiting patients in evenings after their clinical and paperwork 
was complete.   
 
On-call  hours 
On-call hours varied according to the town’s catchment population and the number of GPs on the 
roster. Of the thirteen co-researchers, all part-timers (two) and nine of the eleven full-timers 
participated in the on-call roster. Those in smaller practices participated in on-call more 
frequently. Some women were involved in shared-rosters for a town, rather than for their practice. 
This reduced the demand of on-call to one in eight or ten nights per week as compared with a two-
doctor town operating on a one in three nights a week basis. Similarly weekend work varied from 
one in two weekends on-call to one in ten on-call according to the various arrangements made 
with GPs across the communities or within the practice.  
 
Nature of Practice 
Additional hours and on-call work was required of procedural GPs. One woman was involved in a 
roster system for obstetrics in her town, whilst four others delivered their patients’ babies which 
meant being on-call all the time. This arrangement was particularly restrictive for GPs on 
weekends, however, these GPs explained that loyalty to their patients overrides time-off. With the 
acceptance of minor procedures, other procedural skills held by women were anaesthetics. Only 
one GP currently practised anaesthetics on a weekly basis, scheduled at a regional hospital located 
fifty kilometres from her practice. Of the ten women with procedural skills, three no longer 
practised obstetrics or anaesthetics. Reasons cited were because of the high demand by women 
patients for women GP obstetricians; the lack of skills training and confidence in their ability to 
carry-out forceps deliveries and caesareans; and because of the demands on family life and the 
difficulty of re-entry after career interruptions. The following quote exemplifies the women’s 
concerns:  
 
Jane: I had the opportunity of doing [obstetrics] at one stage, but I wasn’t prepared to do it because of my 
children. Because if you’re doing it, you’ve got to follow your patients all the way through and be prepared 
to go out at night and deliver them when their ready, and I wasn’t prepared to do that with a family.  
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Some women were also skilled in alternative medicine such as nutritional medicine, hypnosis, 
pain management, and psychotherapy. Mental health, counselling, family planning, adolescent 
health, and women’s health were frequently mentioned as areas practised by all women due to 
patient demand and the GPs interest in these areas.  
 
‘Other’ medical commitments 
Ten of the thirteen women GPs were involved in between one to ten ‘other’ medical commitments 
such as: representatives on the local DGPs or hospital board; or broader state/national medical 
organisations (ie. AMA, RDAA or RWAs); training registrars; managing CME program; working 
with workforce agencies on local OTD programs or on training packages; doing research; or 
servicing other small communities such as Aboriginal or the local tertiary institute. 
 
Length of stay in rural  practice 
Length of time in rural practice ranged from less than a one year to more than thirty years. All of 
the GPs, with one exception, have been practising in their rural locality/town for the majority of 
their career; the latter has practised in various city and rural posts across a number of states. For 
eight of the GPs, their present rural practice is one of their initial practice positions – whilst 
completing their training or as fully trained GPs. 
 
All of the ten resident GPs and the woman working for an Aboriginal health organisation have 
been in their current practice for more than five years: this concurs with national data (see 
Appendix B for comparison with the national data set). Furthermore, eight of these eleven women 
have practised in their rural community for ten years or more; and six more than fifteen years. The 
female registrars have spent the least time in rural practice (less than one year), and consistent 
with national findings, are more likely to stay for a short time, and leave once their rural training 
requirement is complete (J. Pope & Deeble, 2003). 
 
Future intentions  
Ten GPs planned to stay in their present locations, however, the decisions of GPs to relocate was 
influenced predominantly by family concerns including spousal employment; children’s 
education; elderly parents care requirements; and living close to family. In Wainer’s (2001) study, 
these identified concerns relating to their families were cited as the most important issues facing 
women working in rural general practice. Other studies support these findings (Doyle, 2003; 
Tolhurst & Lippert, 2003; White & Fergusson, 2001). One woman was undecided, but spoke 
about returning to the city on weekends to set up Saturday morning clinics and visit immediate 
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family and friends. Both female registrars, whilst enjoying rural practice, expressed their 
intentions to relocate to urban environments due to spouse employment.  
 
Of those deciding to stay rural, some women mentioned changing the nature of their work. This 
included up-skilling in paediatrics, in anaesthetics and in pain management. Others planned to 
reduce hours as they were nearing retirement age or reduce on-call hours whilst their children 
were young. Barriers to future aspirations were the inflexibility of training programs, the need to 
train in city hospitals, conflicts with competing work and family roles, and the expense of locum 
support (for solo practitioners) combined with the loss of income whilst on leave. Loss of the 
local hospital and rural specialists are other important factors impinging on the GPs’ willingness 
to remain in rural practice, and is supported by literature (Hays, Veitch, Cheers, & Crossland, 
1997; Kamien, 1998) – decreasing the capability of GPs to practise continuity of care and adding 
to the reluctance of GPs to carry out procedures without the back-up support of specialists.  
 
WOMEN RURAL GPS AND STAGES OF CHANGE 
Emerging from the accounts of the thirteen female rural GPs are major categories which describe 
the personal and professional interface of how these women structure their practice in relation to 
two dimensions: firstly, the masculine discourses of rural practice; and secondly, the unique 
context of a rural setting. To make sense of the data through a feminist poststructural lens, the 
major categories were organised into stages, which parallel Sinclair’s framework, as shown in 
figure 5. This resulted in a new, modified framework known as ‘The agenda for change model’. 
The new model allows for continuity of key terms and robust analysis of the links between the 
macro level (organisational/structure) and micro level (individual/agency) of the research, 
however, it differs as the central axis is agency rather than structure. Whilst the stages were 
derived from dimensions identified as significant in the narratives of women, the positions are 
abstract, and consequently, do not capture the actual complexity of individuals’ lives (see 
Belenky, Clinchy, Goldberger, & Tarule, 1986 for a similar assertion). In addition, the stages of 
this new model are not fixed, exhaustive nor universal and this limitation acknowledges feminist 
poststructural values of fluidity and diversity. To understand how ‘The agenda for change model’ 
is used to analyse the agency of women at the practitioner level, a brief discussion follows.  
 
‘The agenda for change model’ highlights “how dominant beliefs are produced and maintained 
over time” (Lockie, 2001, p. 28) and identifies “how struggles over meaning are carried out” (p. 
27) in relation to female rural GPs creating discursive shifts within rural medicine. Durey (2004) 
argues that the dominant vocational or super-doc model (as termed in this research) of rural 
general practice is in tension with current demands made by women for changes to work practices 
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in order to balance domestic responsibilities with the demands of professional practice. Tolhurst 
and Lippert (2003) suggest that female rural GPs are becoming ‘change agents’. Durey (2004) 
notes, that the calls made by female rural GPs are making visible their social expectations and 
aspirations as women, (Durey, 2004, p. 174), which is beginning to shift the profession’s priorities 
from “medicine as a vocation [italics added] to medicine as an occupation [italics added]” (p. 
174). The research questions and ‘The agenda for change model’ capture these shifts between the 
oppositional tensions of the super-doc (vocational) versus enabling (occupational) discourses: In 
what ways do women contest or conform to the dominant masculine discourses? And how do they 
alter these dominant discourses to create new work values and structures in rural medicine? The 
discussion below describes the four-stage model.  
 
At stage one, fitting in, the dominant culture overrides any opportunity for doing things 
differently; women are invisible and are expected to conform to the status quo. It is likely that 
women are seen as the problem, and in the narratives women remark on seeing themselves as the 
problem or are perceived as the problem by their predominately male peers. Advances made by 
 
Figure 4: The agenda for change model at the practice level (women as agents of change) 
in comparison with Sinclair’s (1998) framework at the organisational level (organisations 
as structures of change). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sinclair’s (1998) framework Agenda for Change Model (2004)
1. Denial- No problem: The absence of 
women… is not regarded as a core problem 
or business issue 
1. Fitting in: The super-doc model is the modus 
operandi. Women are expected to assimilate with 
the dominant values and norms, like honorary 
men. The choices women make in response to 
the dominant paradigm are to: accept it and make 
the best of it; resist it; or mobilise it. Ideology that 
women are the problem maintains the status quo 
– puts constraints on women(‘s choice).  
2. The problem is women: Women’s 
difference is seen as the problem and the 
solution lies in women learning how to adapt 
to (male) norms. 
2. Enlightenment/Gaining insight: grasping onto 
new ways of doing and knowing through gaining 
insight or evolving. Events include crisis and 
transition. Stage 2 is the catalyst to move onward 
towards an enabling culture. 
3. Incremental adjustment: The 
organisation recognises a problem but sees 
that it will be solved by adjustments at the 
margin… 
 
3. (Re)gaining sense of self: Adjusting way of 
practicing or work structures as no longer sees 
the super-doc model as the only valued way of 
practicing. Reworking or diverting spaces. Time, 
energy and commitment redefined. Sense of self 
is acceptable as a faculty/tool for practicing.  
4. Commitment to a new culture: The 
exclusion of women is recognised as a 
symptom of deeper problems requiring 
solutions focused on the existing culture...the 
need for inside out change. 
4. Towards an enabling culture: Women seek to 
appropriate space to make new spaces/ 
branching out. Having a self-identified practice 
that includes endorsing (and accepting) slow 
practice; and balanced approach to work and 
life/family.  
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women in Stage three, see adjustments in their practice style, work ethic and work structure, 
moving away from the dominant paradigm. There is reworking of space and creation of new 
meanings for how to be a rural GP as women (re)gain a sense of self in their practice of medicine, 
and in turn make conscious decisions about their preferred work styles and structures.  
 
Yet, how do women move from a position where they feel oppressed by the dominant culture, to a 
position of emancipation and transformation? Most of the women identified experiences that led 
to significant changes in the way they thought about knowledge, truth, authority and themselves 
(Belenky, Clinchy, Goldberger, & Tarule, 1986). It was through a process called, enlightenment, 
which prompted and promoted their development away from the dominant paradigm through to 
stages three and four. These transformative and transitional events in their personal and 
professional lives varied from experiences of depression and burn out, and interruptions in career 
due to ill health and childbearing through to exposure to other cultures (eg. get-togethers with 
women doctors), a new kind of work (eg. nutritional medicine), and psychotherapy. This 
intermediate stage is similar to findings reported in literature on women’s cognitive and personal 
development including works by Gilligan (1982), Belenky et al. (1986) and Ross (1997). Through 
their experiences, the women were no longer subscribing only to the dominant view of a GP. The 
co-researcher’s narratives resembled Ross’ (1997) findings of how women health professionals 
develop confidence in  creating new meanings of leadership, in effect “they were seeing beyond 
the dominant masculine frames and realising that there were other choices” (Ross, 1997, p. 204). 
Women took active steps in creating individual work and practice structures, recognising they 
have unique competencies and valuable differences, to define a distinct style of doctoring. At 
stage four these features are part of an enabling culture where women make new spaces and 
branch-out into diverse ways of practising rural medicine. 
 
This process of cultural and individual change is fluid (refer to figure 5), much like a Foucauldian 
definition of power. This type of analysis builds up a poststructural picture of the ways and means 
that power can move from the dominant to the minority player. Lockie (2001) states that from a 
poststructural perspective, “[p]ower is not viewed ... as a one-way hierarchical concept, but as one 
which is continually challenged and negotiated” (p. 27). Change is like this, moving back and 
forth, ducking and weaving through the various stages, but gradually grasping new realities. There 
is a push-pull process in advancing from the super-doc stage to making new spaces and 
establishing an enabling culture. It is not necessarily a linear journey. Women’s stories started at 
different points along the continuum (see figure 5) highlighting moments of struggle and contest 
in fulfilling expectations of the dominant culture and the rural community, as well emphasising 
the realities of rural practice, and striving for personal aims. Figure 5, therefore, shows how the 
individual is a constant site of conflict in terms of the possible and contradictory ways she can 
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understand herself and the actions she takes in the world (Weedon, 1987). Whilst she may be 
constituted by discourses (structure), she is also able to reflect upon this positioning, and capable 
of resistance and innovation (agency) (Rimmer, 2002; Weedon 1987). Figure 5 illustrates a way 
in which agency and structure sit in simultaneous relation to each other.   
 
Figure 5: Stages of individual change in negotiating meanings of a rural GP  
 
 
 
 
 
 
 
 
 
 
In line with poststructural feminism, the approach to analyzing the results is to acknowledge the 
diverse ways in which women experience their lives, and recognize the multiple ways in which 
each woman is positioned and may position themselves within dominant discourses (Walker, 
2003). Not withstanding these differences between women, it is also the endeavor of feminist 
poststructuralists to simultaneously promote cohesive social change for women (Glass & Davis, 
1998; Gunew & Yeatman, 1993). With this in mind, there are a few important points that need to 
be stressed about how these women structure medical practice to work for them.  
 
Firstly, family, career and lifestyle are never separate entities. This is an obvious statement, but an 
important one because it highlights the dilemma of balancing competing interests. Family, career 
and lifestyle all intersect – each imposing and enhancing on the other. It is a complex interplay 
where the arrangements in one sphere will ultimately impact on other spheres in their lives.  
 
Secondly, women GPs are a diverse group and achieving balance has different meanings 
according to their individual contexts (i.e. single or married; number of dependent children; life 
stage; and meaning of work). An enabling culture represents a diversity of ways that women can 
practise compared with inflexible systems – having options are an important component.  
 
Thirdly, issues generally affecting women may be the same for female rural GPs too. However, 
the context of a rural setting changes everything (Smith, 2004). As such, the importance of 
services provided to rural people (Wainer, Strasser, & Bryant, 2004); and the gender order in rural 
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areas (Alston, 2000; Dempsey, 1992), means the position of female doctor is a highly visible one 
within their rural communities (Wainer, Strasser, & Bryant, 2004). Being a woman, a doctor and 
living in a rural area is a unique intersection of spheres that has been poorly understood by 
patients, the medical profession and the government (Kilmartin, Newell, & Line, 2002). For the 
self it creates a dilemma as one is not informed how one should achieve a work/life balance.  
 
Finally, balancing the competing demands and expectations from their community, their work 
environment and home life is of primary importance for female rural doctors (Wainer, 2004b), 
however, it may prove to be a difficult challenge (Kilmartin et al., 2002). There are many 
collisions, dilemmas and struggles in “the dance between self, community, family and practice” 
(Wainer, Bryant, & Strasser, 2001, p. S48) and female GPs need to make compromises or trade-
offs and often end up breaking the rules on expectations from these varied fields. It is necessary 
that women as GPs create their own ways to work around these challenges that will be at odds 
with the super-doc model (Doyle, 2003; Wainer, Strasser, & Bryant, 2004, 2005).  
 
SUMMARY  
This introduction has explored the profiles of co-researchers and outlined ‘The agenda for change 
model’ for interpreting results at the practitioner level. The next chapter examines dimensions of 
stage one, ‘fitting in’, of this model, as well as explores turning points for women at stage two, 
‘enlightenment’, which is the stepping stone linking the dominant stages to the emancipation 
stages. In chapter eight, the findings focus on stages three and four, exploring women’s sense of 
agency in (re)creating rural practice towards an enabling culture.  
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Chapter 7 
Fitting in: Within the dominant masculine discourses of 
rural practice 
 
I guess [we] were struggling with: what we’ve been brought up with; what our instincts are; and 
what the structures were that we were trying to work in. 
(Activist, organisational level) 
 
OVERVIEW 
This chapter, one of two chapters in part three, presents findings from the thirteen case studies of 
women in rural practice. This chapter provides a detailed examination of whether women accept, 
resist, or mobilise the dominant discourses of rural medicine, in contrast to chapter eight, which 
explores how women (re)create new spaces for being a rural doctor, distinct from traditional 
values and work practices.  
 
This chapter addresses the research question: Do women rural GPs contest or conform to the 
dominant masculine discourses, and in what ways is this evident? Chapter seven illuminates the 
male-centred work practices and vocational features (Durey, 2004) of rural general practice, 
regarded as the “generally accepted model” (Doyle, 2003, p. 58) and correspondingly the GPs 
sense of “fit” in this particular setting. As such, this chapter examines how women respond to and 
are constrained by the dominant discourses situated in stage one, and also expressions of agency 
from women, that moves her positioning beyond what is (Davies, 1991), through stage two, 
‘enlightenment/gaining insight’. 
 
Chapter seven is structured around the first two stages of ‘The agenda for change model’. Firstly, 
I examine the significant experiences of women GPs in relation to stage one, ‘fitting in’ with the 
super-doc model. Secondly, I focus on stage two of the agenda for change model, where through 
gaining insight women reflect on their positioning (Davies, 2004) and begin to see that 
alternatives are possible. Finally, I summarise these findings through a feminist post-structural 
lens.   
 
STAGE 1: FITTING IN 
This stage is situated at the center of the dominant paradigm where doctors are taught to work and 
practise by the strict standards of ‘medical time’ (Pringle, 1998) which requires “a vocational 
commitment to medicine, a readiness to be available twenty-fours hours a day, seven days a 
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week” (Pringle, 1998, p. 2) and where medicine has been linked to masculine power and 
domination (p. 7). ‘Patriarchal medicine’ (Pringle, 1998) is learned by medical students through 
“early acculturation into a masculinist ethos” (Quadrio, 2001, p. 215). Quadrio (2001) builds a 
vast picture of what this acculturation process entails: “an ethos of overwork, of intense 
competitiveness and neglect by colleagues and institutions” (p. 215); medical mores that “dictate 
an exclusive career-orientation” and that “any encroachment of family responsibilities may be 
interpreted as a lack of dedication” (p. 215); and characteristics which promote a “workaholic 
lifestyle”, “denial of weakness” and “driving hardness” and “dehumanisation” (Quadrio, 2001, pp. 
215-216, citing Pfifferling, 1986). Women in medicine therefore, begin with a very patriarchal 
image of what is expected as a doctor. Furthermore the super-doc model has long been the modus 
operandi underpinning the culture of traditional rural practice (Durey, 2004; Lippert, 2002). Here, 
work structures are based on a male-defined model that support traditional attitudes to work – it 
assumes back-up domestic support systems (Wainer, 2001, 2004b; Wainer, Bryant, Strasser, 
Carson, & Stringer, 1999, March); neglects need for child-care and leave for sick children (Doyle, 
2003; Roach, 2002; Wainer, 2001); and rejects fair payments and terms of employment for part-
timers and salaried/contract workers (Doyle, 2003; Rowland, 1996; Tolhurst & Lippert, 2003). 
Furthermore, medical establishments fear “that any fuller incorporation of part-time work 
undermines both the quality of medicine and its status” (Pringle, 1998, p. 13). Aspects of work 
which are valued are male constructs: high professional achievement, high status and high 
prestige (Bickel & Ruffin, 1994); a career-oriented work ethic (Quadrio, 2001) that conducts ‘fast 
medicine’ to generate high incomes (McMurray et al., 2000; Pringle, 1998); overwork and over-
commitment that puts family life as low priority (Quadrio, 2001; Tolhurst & Lippert, 2003); and 
an authoritarian and medicalised nature of practice over a more feminine ethos of patient care 
(Pfifferling, 1986), “more holistic and more concerned about communication” (Pringle, 1998, p. 
8; see also Bickel & Ruffin, 1994).   
 
With these male-oriented practice styles and structures as the background to the workplace, it is 
little wonder that female rural GPs having to live up to the super-doc image, whilst still fulfilling 
their assumed role as the main-care givers for family, struggle to fit into the dominant frame. 
Women must perform “an extraordinarily complex juggling act of many kinds of time both at 
home and work” (Pringle, 1998, p. 12), furthermore, women’s roles as health care professionals 
and emotional soothers for families, patients, and staff (Burns, 1994) are compounded by the 
assumption “that as women they have ‘more’ time or their time is less valuable” (Pringle, 1998, p. 
12). Therefore, women struggle to meet ‘masculine benchmarks’ (Pringle 1998) as their meanings 
are quite different from the dominant values of a doctor.   
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There are two interwoven concerns in the way women are moving away from the dominant 
frames. One is about the dominant parameters of medical time and space. The other is about 
women’s alternative ways of knowing, this is evident in their differing practice styles and value 
systems. The following discussion reviews the sorts of pressures that are placed on women within 
their lives and how women respond. Stehlik (2001) argues that making Foucauldian connections 
between power, knowledge and space, allows us to “consider issues of power and identity; 
incorporate difference; challenge centre/periphery arguments; incorporate history and geography 
in our analysis; and recognize alternative forms of knowledge” (p. 37). These poststructural 
advantages of research stand as a reminder of the theoretical aims of this thesis. Findings from the 
thirteen case studies are organised under headings according to the choices individuals can make 
in response to the “ordered workings of power, in perceived, conceived and lived spaces” (Soja, 
1996, cited in Stehlik, 2001, p. 37). Davies (2004) asserts that agency is about the individual’s 
capacity to recognise the ordered workings and “to resist, subvert and change” (p. 4) the 
discourses themselves through which one is being constituted. These choices are inherently spatial 
responses that include the categories of:  
• Accept it and make the best of it (Soja, 1996) 
• Resist it  (Soja, 1996) 
• Mobilise it (Davies, 2004) – this is a blended response as it incorporates some aspects of 
the super-doc model with women’s ways of knowing.   
Two further (passive) responses are discussed, relating to the discursive constraints that prevent 
women’s agentic responses. Underlying these spaces is the ideological notion that ‘women are the 
problem’ (Sinclair, 1998). The passive responses are: ‘Maintaining status quo – male control on 
space and time’; and ‘Dilemmas with decision to accept or resist it’. The first is about sites of 
limited choice in which systemic structures maintain a (male) dominant paradigm, and the latter 
confronts the double-bind for women in struggling to immobilise self from the dominant 
paradigm and battling to see self as different from the (male) norms. The findings relating to these 
varied active and passive responses are discussed below. The five categories (responses) are not 
necessarily discrete nor fixed and women move along the continuum at different times. 
 
Accept i t  and make the best of i t  
At least four women began their careers with expectations to fulfil their role as doctors as 
honorary men. These women had little choice other than to accept the status quo. Women were 
entering into a competitive and uncomfortable arena defined by masculine cultural norms and 
privilege (Quadrio, 2001; Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March). Gender 
was absent from the decision-making processes. Like, Ozolin et al. (2001) findings, the stories of 
most women described “how they managed to fit into a practice structure that quite possibly had 
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never had to deal with a female doctor before” (p. 7). It was clear that women lacked female role 
models and other supports to influence their decisions about alternative ways of structuring their 
working lives to the dominant work structures and styles of practice valued in the rural medical 
profession. Some examples of this perspective are presented below.  
 
As the first female GP in town, Jill lacked an alternative reference frame from which to evaluate 
her differing experience as a female doctor. She explains: 
 
Then, I worked for a few years in this practice: like full-time, on-call, everything. And I mean ... if you’re 
going to be a GP it doesn’t matter what your gender is, I felt at that stage, you just had to put in. And plus I 
had no kids. And my husband ... his hours were just awful.  
 
Kim had devoted her life in service to the community, as was expected of rural doctors. It was to 
her regret that she had not met her husband earlier and had the opportunity to have children.  
 
And nowadays we tend to think of family life first before our working life. But those days it was different. 
When I first started work, it was more important than your family ...  
 
Inherent in their stories was the evidence of “the workaholic lifestyle” and “the denial of 
weakness” (Quadrio, 2001, p. 216) that are part of the cultural norms and sanctions underlying the 
dominant culture of masculinity in medicine (Durey, 2004; B. Lawrence, 1987). It was wrapped 
in the notion of giving to the profession and servicing the community before allowing time for 
self or family. All the women who started out as honorary men, had experienced burnout, or were 
close to it. In a study on burnout of US physicians, women were sixty percent more likely than 
men to report burnout (McMurray et al., 2000) furthermore Durey (2003) notes that Australian 
female rural GPs complying with super-doc expectations “became tired and in danger of reaching 
burnout” (p. 36). Given the demands on women GPs to fulfil a traditional role as mother on top of 
expectations to perform and participate like a “super-doc”, the pressures are great (Doyle, 2003; 
Ozolins, Greenwood, & Beilby, 2001; Tolhurst & Lippert, 2003; Wainer, 2001, 2004b). In 
essence, no matter the consequence, the implicit rules here are “doctors first, women second”, as 
expressed by an activist women. This ‘heroic’ ideology is endorsed by their rural medical 
professional colleagues. Women remark that reward, recognition, or inclusion is given to those 
who meet the traditional standards of practice, illustrated by the following scenarios:  
 
Di: But it’s probably a slightly fractured picture of family life. When I went back to full time obstets' and 
gynae' ... the professor at [the University] said, “We’ll give you the job because you’ve shown you’re 
prepared to make the sacrifice.” Which I felt was a real honour actually. Yeah, that you’re either home 
making cakes and fitting around people, or you’ll make a work commitment.  
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Jeanette: Just before I got there, there was a woman working in the practice. ... She was working full-time 
time but she arranged it so she could pick up her kids after school from four. But because she wasn’t 
working nine to five and all the rest of it, the old guys thought she wasn’t working full-time and refused her 
to be admitted into the partnership. It’s really is a bit of the old boys club from what I’ve heard. ... I became 
the first female partner because the previous female was deemed not to be working as hard as the men and 
wasn’t allowed into the old boys club. But things have really changed ... the old guard [has] moved on, and 
the other ones were a little more willing to invite people in [like myself] and have some input.  
 
Jill comments on accepting these masculine standards, by returning to the town’s on-call roster, 
after a stint of operating her own practice and after attempting unsuccessfully to negotiate 
flexibility in the on-call to balance her family commitments: 
 
So then I went back on the roster on their terms ... nobody was secretly resentful of me anymore. ... It was 
like I joined the boys club. ... Everyone was virtually shaking my hand, patting me on the back, welcome to 
the club. ... “Thanks for helping out us out with the workload.” I mean it’s not like I wasn’t helping out 
with the workload, it was just that I was doing it in a different way. So instead of them not seeing my 
patients, I was helping out one night a week the way they wanted me to. So I was doing what they wanted 
and everything was hunky-dory because of that. … And I can see things from their point of view, but they 
can’t see things from my point of view.  
 
This reflects to some extent the national RWAs (Doyle, 2003) study findings, in which female 
rural GPs identify difficulties in negotiating contracts and feel they do not state their requirements 
strongly enough, in particular, levels of on-call commitment. It also points to a need for a cultural 
change in attitudes towards female GPs (Doyle, 2003). In particular, as the next generation of 
both men as well as women in the rural medical workforce are choosing fewer hours and prefer 
flexibility in the workplace (Doyle, 2003; McEwin, 2001; Ozolins, Greenwood, & Beilby, 2001), 
Jill highlighted that a cultural shift is required to the ‘vocational ideology’ which continues to 
reside in rural practice (Durey, 2004; Ozolins, Greenwood, & Beilby, 2001): 
 
Jill: Whereas these other guys, they’ve done the School of Hard Knocks. Like if you don’t do it hard, then 
you haven’t done it at all. And that’s really, really a bad way to be. You can give quality medical care to 
people without flogging yourself. ... You might not make a fortune doing it though because you’re not 
financially rewarded for having a civilised work profile, not in the country. ... I’m not doing my job for the 
money. I really love what I do. But there’s a fine balance between how much it takes from you and how 
much you give, and how much it gives back.  
 
The super-doc model separates family life from work and does not see a way to blend the two into 
some balance. Therefore, women are rewarded for denying themselves time for self and family. 
However, in Jill’s current ‘self-regulated’ practice, the work ethic is one that gives time for staff 
and self for the commitment to family/lifestyle and not just work. Feelings to meet the traditional 
expectations of a rural GP continue to reside, evident by the remarks made by some women who 
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had been in rural general practice for many years. Inherent in their identity as a GP were 
automatic responses of a traditional rural doctor which are difficult to let go of, even though 
women recognised the cost of working this way. Women, as the subordinate group of general 
practice (Pringle, 1998), even more so had to prove their worth as rural doctors. Women who had 
worked like super-docs mentioned this. They were searching for recognition. Jill’s remarks 
capture these elements: 
 
Jill: ‘Cause I do feel like, I’d like to have that recognition that eventually that all the things that you see 
yourself as sacrificing are worth it. And I don’t mean like an award or anything like that, but when that girl 
said what she said, it’s the first time in twenty something years – it’s the first time that anyone’s ever said 
to me anything like that, you know. And it was just- it just blew me away. Just half a dozen words.  
 
Women want to be valued as doctors and require this affirmation, particularly considering the 
historical struggles of women in medicine (Wainer, 2000a) and the prevailing attitudes held about 
female rural GPs (Doyle, 2003; Durey, 2004; Tohurst & Lippert, 2003). Therefore, perhaps for 
Jill, as practice principal, by being lugged with the responsibility for practice staff issues, and 
responsibility of practice manager, her time and space are wound up by her own intensity with 
“doing it right.” She has set the bar high to prove her own worth as a woman taking on the super-
doc role of rural doctor and a deep commitment to the community’s members. Jill explains: 
 
And I think because I’m sort of the unofficial practice principal, I wear it, or I take it home or I feel like 
I’m responsible for it and I know if there’s problems. And I still think I’m basically altruistic. I just have 
this immense sort of ... I guess it is a bit like a passion. But it’s more like an obsession with doing. And it’s 
this overwhelming energy to do it right. I don’t want to cut corners, and I want to do everything as best as I 
possibly can, and so that’s what makes you anxious. It makes you anxious because you want to make 
absolutely sure that it is just as right as it can be and done as thoroughly. And I suppose the longer you live 
in the country, the more you feel like you’re a part of the community. 
 
Her choice of having ‘to accept it’ is one she grapples to understand within herself: 
 
If people really heard what I did, they’d say, “Far out. Not for me. Sorry, just not interested.” ... It’s just: 
Why would you? Why would you?  Madness, honestly. So yeah, I think it will change, because ... it will be 
driven by a whole different ethos. Doctors will still care very much for their patients, but they won’t do the 
mind numbing hours and conditions ... that some of us end up doing. God knows why. I don’t know why I 
do it. I do it because I feel like the need is there. [My husband] said to me, “If you stopped the wheels 
wouldn’t fall off. People in [this town] wouldn’t die.” And I know that’s very true. So there must be 
another reason, but I’m not quite sure what that is. I think it’s [that]…you just feel like you should do it. 
You just feel this moral obligation to do it. And maybe that’s dumb ... I just think that, you know, which 
pain is worse, the pain of doing or not doing it ... And [my husband] doesn’t really quite understand that, 
and I’m not sure whether it’s a good thing or a bad thing. Maybe I’m being bad for my family by still doing 
what I do ... but I hope not.  
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She has accepted super-doc hours but she struggles with her own altruistic aims to serve the 
community, yet sees it as a “moral obligation”. However, Jill recognises the role conflict and 
acknowledges the cost on family. Perhaps it is a way of making a commitment, in terms of the 
emotional labour women take on in their doctor role, and in terms of “not cutting corners” in 
people’s health. This is different to the dominant paradigm that values fast medicine (McMurray 
et al., 2000). Jill continues throughout the interview to outline her dilemma to balance her love for 
family with her love and commitment to her community. The feminine ethos of care and concern 
(Quadrio, 2001) are aspects of her practice that do move on from dominant frames to an enabling 
culture.  
 
Whilst at least four women (Di, Kim, Jeanette, Jill) expressed that to ‘accept’ the dominant frames 
and ‘make the best of it’ was the point at which they began their career, all women revealed the 
struggles and dilemmas of conforming to the norms. Women found that aspects of the dominant 
frames in terms of practice style, work values, or work structures were incompatible with their 
definitions of rural general practice and moved on to rework these spaces. Women had chosen to 
move out of practices where the practice ideals or work ethics were too different from their own 
and stayed where they found that over time the rural practice changed its work expectations and 
structures to become more diverse. This finding is supported by recent Australian surveys of 
female rural GPs (Wainer, Strasser, & Bryant, 2004, 2005) which identified similar strategies 
used by women practitioners to sustain their rural practice position.  
 
Resist i t  
Most women had chosen to resist the dominant constructs of medicine, when they began to listen 
to the needs of self and the needs of patients, and the meaning of general practice for them. All 
women rejected the super-doc approach to life, which valued work structures of overwork and 
over commitment without a sense of enjoyment in life. Work was “where the rewards were” (Di) 
driven by a desire to help others and to life-long learning rather than by a desire to work 
“according to the demands of traditional medical work organisation and practice” (Durey, 2004, p. 
175).  
 
Women also rejected ‘fast medicine’ as the only mode of general practice. They saw the 
particularistic and detached approach to patients, the “flogging” type attitude to work, the money 
oriented as opposed to doctor’s duty to patient care, against their feminine ethic of care and 
concern (Quadrio, 2001). In these ways women moved away from the dominant paradigm. 
Examples of what women rejected are given as follows.  
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One GP, in a two-doctor practice, resisted to conform to her male practice partner’s work over 
lifestyle mode of practice and his priority of income over other altruistic aspects of general 
practice. In contrast, her practice style and work ethic were quite the opposite of his, in terms of 
balancing life and work: 
 
Sue: [T]he GP with whom I work, [is] married and has a couple of kids who are now both at boarding 
school ... But as time’s gone by, he knows that he probably couldn’t earn the income that he’s earning here, 
by working in [the city] or anywhere else. And so he openly acknowledges that he really doesn’t have a 
life. He just works. ... So yeah, fortunately for me he’s more than happily picked up any excess work and 
will happily keep having people squeezed in. And in a way his style of practice makes more work for 
himself. Because someone will come in with a list of three or four things, and he will say, “Sorry I’ve only 
got time for one, so come back later and we’ll do the next one.” Which is good for his income, but it’s not 
very satisfying for the patient ... 
 
Women are also resistant to assimilate with medical time (Pringle, 1998) and space. Sue resists 
these dimensions which is characteristic of the dominant ways of practice:  
 
Demand for our services has skyrocketed and [my practice partner] is happy to keep saying yes. And so it 
is hard for the staff to balance his: “... Keep churning them through. That’s fine, that’s good.” With me 
doing the: “No, I don’t want to keep seeing patients until eight o’clock at night. I don’t want people 
squeezed in, so I have to see them every five minutes.”  
 
The statements below depict how women reject motives to earn more income over the importance 
of self-preservation and the value of patient care: 
 
Sam: Initially I was seeing patients after five o’clock. They were just being booked in after five, because 
that’s just what every other doctor does. And I made a point of saying: “I don’t want to see patients after 
then.” And they’re like: “But your on a percentage, how could you?” [This means income is calculated on 
the number of patients seen] And it’s not an issue. .... See some people might consider being successful is 
working a lot harder than what I do, but I don’t know, at the moment I just think my patients aren’t 
suffering and I’m getting a good balance. .... I believe you work to live, you don’t live to work. And if you 
don’t have your health, you don’t really have anything.  
 
Jill: So PIP [Practice Incentive Program] certainly doesn’t acknowledge anything special that we do. And 
the depression, the mental health item numbers and stuff, I’m so cynical about that. So much training, so 
much paperwork for so little reward really. And you end up doing what you do, for the paperwork and the 
reward, rather than the patient benefit. Nah, I’ve decided I’m not going to compromise the way I would 
treat my patients anyway, just because of some practice incentive payment thing. So I’m not doing it. I 
haven’t really come on board.  
 
One of the areas that gained comment from most of the women was the “particularistic” (Wainer, 
2001) and impersonal nature of patriarchal medicine, for example, by imposing dominant 
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meanings of time on patient-doctor interactions, which were perceived by these women to devalue 
patient-doctor relationships:  
 
Di: I was working in obstet’s and gynae’:  “Shut the woman up. There’s only two items of history, pain and 
bleeding. And you can get those [items] when you’re half a sleep can’t you?” And that’s all you had to do 
in obstet’s and gynae’. Jump out of bed. Go down to [the hospital]:  “You’ve got pain, you’ve got bleeding. 
OK you’re this or you’re that. You’re pregnant or you’re not pregnant.”  ...  So everything fits on a grid ... 
And it all fits into that numeric, non-finite [grid] which is very fast. 
 
Jill: I was reading an article this morning that only one in ten people walk out of a consult feeling that 
they’ve said everything they’ve wanted to say. ... And [the gender of the doctor] might make a difference, I 
wouldn’t be surprised. ... The way some of our doctors practise, I mean you know, they practise really ... 
we’ll they’re fast. 
 
Jeanette: and he was one of these super-speedy people, who could sort of see all these people and write a 
million scripts an hour, and have a cup of tea and be out of there. 
 
As such, women rejected inappropriately short consultations and quick-fix diagnosis. For these 
women, building connections with their patients and a more open style of communicating are 
important aspects of being a rural GP for them:  
 
Kim: Most of the doctors would say, “Well I’ve got a partner here who can deliver that baby ... he can take 
over when I go away.”  ... I don’t feel that way about it. ... Because in fact, you’ve delivered this patient’s 
children before and now she’s pregnant again. Oh wow! You feel indebted to her in a way. I shouldn’t be 
feeling that way of course.  
 
Some GPs recalled training experiences and observations of colleagues which influence their 
decisions to move away from the masculine discourses of ‘fast medicine.’ The stories were vivid 
examples of what women reject, and it was evident the lack of positive role models even for the 
recently graduated female rural GPs: 
 
Sam: All through medical school, most of the doctors I met, like [I thought], “I don’t want to be like that.”  
 
Katrina: You see patients with him ... And he’s very good, but he’s very, very quick. He’s very, very 
money focussed, and he keeps a little stop-watch on the shelf, behind the patients head. So that only he can 
see it. And as he walks out to get the patients he presses the start button ... brings the patient back in and at 
six or seven minutes he starts going, “Right well that’s OK, we’ll be seeing you again” and sort of walks 
the patient out the door. ... And I sat there and went, “Oh my god, you’re a fruit-loop. How can you 
possibly hope to get everything done in six minutes?” And he drove me home in his really flashy car ... he 
was a very wealthy young man. And I kind of went, “That’s really what I don’t want to do.” That really put 
me off in a big way.  
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Furthermore, it was evident from the women’s narratives of the impact of negative and positive 
role models in shaping the individual’s practice style. Women’s stories pointed to male medical 
professionals who rely less on the “empathic talking therapies” (Quadrio, 2001, p. 136) and more 
on limited or restricted communication with patients (Graham & Oakley, 1981) where the 
‘lifeworld’ knowledge is ignored or undermined by medical knowledge (Grbich, 1999, following 
Habermas). Katrina illustrates this view:   
 
There were a couple of rude male gynaecologists ... [who] were just incredibly bad. They treated their 
patients incredibly rudely. Really didn’t explain what was going on at any point. They just frustrated me so 
much. And these women were very intelligent. But they weren’t told what was going on, they were just 
shoved around: “And this will be done tomorrow. And that will be done next week. And that’s what’s 
going to happen.” They weren’t given any choice. That was very, very, frustrating ... there was a good 
female gynae’ who was a great role model.  
 
Supporting the remarks here, numerous studies highlight that women differ from men in their 
practice style and communication with patients, doing longer consultations and oriented to 
prevention, and a social model of health. Quadrio (2001) found that mentors are “prominent 
figures in the professional and personal lives of junior colleagues” (p. 283). Furthermore, she 
suggests that women are “looking for distinctive female role models that have adopted roles 
which are different from the men” (p. 283). This applies to general practice too, with regards to 
recommendations on developing effective mentoring programs for women GPs (Jorgenson, 2000) 
and for women in rural general practice (ACRRM, , 1997; FRDWG, , 2003; Stewart, 2002).  
 
Another area in which women GPs reject is the hierarchical structures that diminishes the 
individual to a “process worker on an assembly line” (Di) rather than an important part of the 
health care team. Wainer (2001) notes that one of the major reasons why women choose rural 
practice is because they can visibly make a difference in the lives of rural people and are being 
valued. In the national study (Tolhurst & Lippert, 2003), female rural GPs indicated that 
metropolitan practice “devalues their abilities” and “undermines” the continuity of care and that 
opportunity to have a relationship with patients. Furthermore, in relation to hierarchical structures, 
the public hospital setting has been strongly criticised by younger doctors for its excessive hours 
and adverse working conditions (Strasser, Kamien, Hays, & Carson, 1997). These views were 
captured in this young GP’s training experience:  
 
Katrina: Hospital medicine can be very demoralising. You just feel like you’re a bit of a number-cruncher 
and you just do the work like everyone else does and go away at the end of the day and that’s about it. And 
you’re actually quite an important part of the team, you just don’t know it. ... But no-one ever encourages 
you. No-one ever says that was great work. The patient doesn’t know who you are ‘cause you’re just in and 
out. ... I mean, I had lots of friends ... [but] they didn’t really know how hard things were. ... There was a 
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time when ... I was working in the emergency department, and I would just use one of the toilets there as 
my cry room. I would just go to the toilet and bawl my eyes out. You just feel so low some times, not 
depressed – but just useless and frustrated, and a very small part of the puzzle. And it was really hard to see 
that you were ever going to be important. And that was one of the reasons I left hospital medicine because 
it was just such hard work and no value given to you. 
 
Women had moved away from their negative experiences in medical school and hospital training 
to ways of relating with patients, their colleagues, other staff and health professionals and in 
mentoring medical students that reflect a commitment to values of respect and reciprocity. Most 
of the women mentioned bringing these sorts of values into their roles as rural general 
practitioners. A number of GPs, during training, experienced paternalistic attitudes towards 
patient care, but for example, see the importance of informed consent for their patients:  
 
Lena: I would ... never try to talk over a patient like they used to do in the major teaching hospitals. And 
they still do it. Because you still have experiences where people come back from major teaching hospitals 
and they’ve been in for a week and they haven’t got a clue. They say, “No-one’s telling me what’s going 
on.”  ...  And you just try to make sure that that doesn’t happen.  
 
Mobil ise i t :  Taking aspects of dominant discourses into new real i t ies 
The theme, Mobilise it, describes how some women incorporate aspects of the dominant 
discourses into an enabling discourse for them, however, combine these aspects with women’s 
ways of knowing, so their definition of medicine still retains a unique look. This was evidenced 
by a number of women GPs (particularly Di, Kim, and Jeanette) who valued dominant space and 
time frames and considered general practice as a vocation rather than just an occupation (Durey, 
2004). They were devoted to their profession in a fully-committed way and this was part of the 
dominant paradigm they valued. However, these women had no “competing interests for time” 
and were committed to a life of learning and solitude and in this, they found meaning.  
 
Di: And I can remember the sun shining and hearing the voices of the people enjoying themselves outside, 
and faintly feeling, “Oh they’re doing that, that would be nice, but then thinking, “Oh but I’m happy doing 
this. This is the way to get the work done,” ...  And ... I knew I was happy doing that. And I tell people that 
here, and they sort of look at me like I’m crazy, and why do I want to do another degree, and it’s just that I 
enjoy the learning, and that’s the way to go for me. ... The rewards, the achievement of giving people what 
they need. And my reward’s of making sense of things. That’s my ... reward. If I do my research I make 
sense of something. If I see a patient ...I make sense of their consultation.  
 
In Jeanette’s narrative, her dedication and commitment means she views medicine as a vocation, 
however, it is not based on a heroic ideology but holds a more personal meaning for her:   
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It’s pleasure. I love doing stuff for people. I love being able to help people. To me it’s not just a job, it’s a 
ministry, it’s a thing that I like doing, and I get a whole lot of pleasure out of those things, and doing stuff 
for patients and educating them and stuff. .... Like I see a patient, and I’m puzzled over them and I think, I 
don’t know enough about that so I’ll look stuff up and I‘ll get information for them. ... I’m fascinated by 
the human body and learning stuff. 
 
Similar feelings about rural practice were expressed in the national study and RWAV survey that 
appeals to women’s sense of “being valued” and “making a difference” (Wainer, 2001). For 
example, one female respondent in remote practice said, “I love the job and remember why I did 
medicine. There is such a need for you” (Tolhurst & Lippert, 2003, p. 31). 
 
Constraints on women’s ‘choice’ 
Maintaining the status quo: Male control on space and time  
The dimension of ‘Maintaining the status quo’ is defined by masculine discourses and practices 
which controls space by making the structures and conditions within rural practice inflexible for 
women. Again, ‘medical time’ (Pringle, 1998) is limited and denies women’s ways of knowing. 
Due to restricted definitions of what it is to be a rural GP, women are expected to fit in to the 
“generic doctor approach” (Wainer, Strasser, & Bryant, 2005). In reality this translates to sites of 
limitation where women are unable to move forward due to the entrenched barriers operating 
within the profession. This is how women feel at the dominant end of the culture of medicine 
where their choice is limited and obstructed by dominant value systems and beliefs. For example, 
government initiatives for rural GPs maintain the status quo because they are founded on 
traditional notions of a rural GP (Lippert, 2002) and “masculine benchmarks of success” (Pringle, 
1998) that deny sustainable practice arrangements for female doctors. The following statements 
typify the women’s comments in this research about the male control on time and space and relate 
to areas for change in the literature to improve recruitment and retention (Doyle, 2003; Tolhurst & 
Lippert, 2003; White & Fergusson, 2001). Most of the women stated that money was not a reason 
for staying in rural practice although many pointed out that income factors were an objective for 
their male colleagues. Literature supports this finding that female doctors put a relatively low 
priority on earning a high income to other professional satisfactions (Bickel & Ruffin, 1994; 
Wainer, 2001). The following quote illustrates that innovative retention strategies are required to 
retain a female rural medical workforce:  
 
Lena: Money doesn’t make you stay; it’s lifestyle that makes you stay. And if you could make your life 
easier in your work, by having less paper work or less red tape or more doctors to cover everything that you 
need to do, then that would make you stay. But it’s not just for money…. paying bucket loads of money to 
get us to stay is not the answer. It’s not. Money is not the answer. It’s not going to make people stay, 
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because most people don’t leave for that reason, they leave for other reasons. ‘Cause they’re probably 
knackered, that’s why they leave mainly. 
 
In light of this view, it is noteworthy that female rural GP research argues that large scale rural 
retention programs are based on male value systems (Doyle, 2003; Lippert, 2002; McEwin, 2001; 
Wainer, 2004a) such as financial incentives and therefore, “do not address the particular work 
requirements of female GPs” (Doyle, 2003, p. 38) in balancing their lives. To be innovative, 
initiatives could focus on ensuring GPs “take a break to spend time with family” (Wainer, 
Strasser, & Bryant, 2004, p. 2) – which female rural GPs identified as an important strategy to 
increase the sustainability of rural practice for them. Whilst locum access is a retention strategy, 
Ruth highlights the inflexibility of one locum initiative: 
 
Even the local agency, if you work part-time you can’t get a locum. You have to work seven sessions a 
week to qualify for a locum ...if you have a husband and wife team, well the wife may only work part-time 
but it might be too much of a practice to leave for one locum to enable them ever to get away, so ... I think 
that probably needs a bit more flexibility. But it has been fantastic to be able to get locums, but you know 
these rules are there ... that maintains the status quo.  
 
Time is controlled by the dominant culture that prefers a medicalised approach to patient 
problems; that values a fast through-put and thus a higher income; and that is in conflict with the 
women’s differing styles of practice (Tolhurst & Lippert, 2003) and patient demands. For 
example: 
 
Katrina: I was ten minutes late when I started. My first patient was supposed to be booked in just for 
routine bloods - Never happened. She had about four other items on her agenda that she wanted to discuss 
today. Two of them I managed to put off but the rest I couldn’t, I had to deal with them on the spot. So then 
I ran ten minutes into the next [consultation], then I was twenty minutes late. Then I had a woman who had 
an alcohol problem ... 
 
As she continues to run behind, she feels anxious about keeping patients waiting and to avoid 
further delays puts off writing patient notes to a later time. Her morning consultations vary from 
complex psychosocial problems to wound management to sexual health issues. At one-thirty she 
goes for a coffee and the other doctors ask her: “Well where have you been?” She says she has 
been seeing patients and they reply, “Oh bad luck”. Her comments support the view of other 
women in this study that a ‘fast-medicine’ approach is neither empathetic nor solves patient 
problems. 
 
Where women lack a degree of autonomy, such as working under another doctor, or curtailing 
one’s practice style to fit into dominant time structures, these were perceived as sites of limited 
choice in developing their identities as GPs. Furthermore, women faced challenges fitting into 
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work and training structures that give no acknowledgement for another type of time specific to 
female GPs – their competing roles as mother and doctor. These stories highlight how time and 
space are controlled by masculine discourses and point to inflexible systems that puts additional 
pressure on women to fit in: “They actually said that I had to go back to work or else drop out of 
the training and start again. I was very angry about them putting the pressure on, especially when 
I just had a little baby” (Kirsten). This issue was raised by an activist, who had attempted to 
change the arbitrary length of time to satisfactory complete general practice training that 
discriminates against women. Another GP illustrates how the masculine standpoint of a traditional 
rural practice prioritises full-time work over the need for more flexible work opportunities, 
identified by female rural GPs in related literature as a key area for change (Doyle, 2003):  
 
Jill: But it was the after-hours that was the killer. Because at that stage my husband was still [working 
Friday and Saturday nights]…and I wanted to be part of the after hours...service for the town. And ... one of 
the other doctors said “Just get someone to care for your kids.” But it’s so hard to find someone to spend 
the night with your children. … And I’m not going to give my little preschoolers to somebody to spend the 
night at their place. I just think that’s not on. ... So I asked if I could be exempt from working Fridays and 
the weekends and they said, “No.”  
 
The rural women GPs pointed to discriminatory practices and belief systems that devalued women 
as doctors. Findings from related studies support this finding (Doyle, 2003; Tolhurst & Lippert, 
2003). Three examples are cited here. The first incident relates to how the social control of 
women by individual men perpetuates the myth that “men are more knowledgeable and capable 
than women” (Rowland, 1996, p. 159).  
 
Katrina: The other thing I find quite frustrating is that a lot of people ... just presume that because I’m a 
female, my knowledge base must be lower, or my experience must be lower or that my skills may not be 
quite as good as a male. ... I was trying to talk this over with another female GP one time ... a lot of the 
male GPs will like to come in [to my consultation] and say, “Well it’s this. Of course, it’s this”, and take-
over the consult ... So they want to be seen as the male who is in charge and it’s very hard to say, “No I’ve 
got this situation in control, go away. I’m OK now.” It is really hard to explain but it is chauvinism in a 
way. It is them ... trying to be in control of everything, when in actual fact I’m already in control, but they 
just want to be overriding that.  
 
The second example relates to the positioning of women in rural general practice. Ruth illustrates 
that because female GPs are not always working full-time and are salaried or associates, they tend 
to “get the shitty end of the stick” (Ruth):  
 
When you work as an associate you really have no power because the practice principal runs the practice 
and ... you just have to accept what the practice principal wants to do. ... And that tends to happen a bit.  
 
Part 3 Ch 7 Fitting in 
189 
And the third example, relates to the ideology that in order to be a ‘real’ doctor, one must work 
full time:  
 
Ruth: And as I said only recently [a rural doctor’s organisation] was openly criticising people for working 
part-time. And that attitude is fairly wide-spread, I think still.  
 
Rowland (1996) tersely notes that “A great resource that men cultivate in men but attempt to 
destroy in women is self-confidence. Without that confidence individuals cannot attempt to gain 
power within their own lives or even believe they deserve to experience it” (p. 159). Wainer 
(2004) identified that women who are able to “ ... ‘avoid being a victim when a male colleague 
discriminates’ are more than twice as likely to be contented with rural practice as women who are 
not able to do this” (p. 6). The need for this strategy points to strongly patriarchal discourses still 
prevalent in rural medicine. Women require strategies, skills and knowledge to be able deflect 
these negative messages. Women want training to develop skills in leadership, assertiveness and 
negotiation, in particular for salaried positions which require contract negotiation (McEwin, 2001; 
Tolhurst et al., 1997). Through recent implementation of gender-medicine education, female 
students are gaining important strategies for resilience and an understanding of the organisational 
culture of medicine (Wainer, Bryant, & Nobelius, 2002). Fairness is identified by Tolhurst and 
Lippert (2003) as a “crucial factor” (p. 3) for enabling women to “feel valued, welcomed and 
supported” (p. 3) in rural practice. Fairness related to the sense of injustice women felt in relation 
to male colleagues’ attitudes towards female GPs’ differing practice styles; and in relation to 
levels of remuneration that do not reflect longer consultations for counselling and multiple health 
issues that female rural GPs perform (Tolhurst & Lippert, 2003; White & Fergusson, 2001). This 
is consistent with the RWA national findings (Doyle, 2003) in which female rural GPs 
recommend that changes in attitudes towards female medical practitioners are required to increase 
recruitment and retention. This includes changes to the “male domination of rural GP culture” and 
recognition that “part time [work] is real and valuable” (p. 30).  
 
Dilemmas with decisions to accept or resist  it  
One of the dilemmas in choosing to accept or resist the dominant discourses is the tendency for 
women co-researchers to evaluate their actions against “masculine benchmarks of success” 
(Pringle, 1998), that most GPs consider the norm:  
 
Jeanette: Because I’ve always had a sense of inferiority, and I was always thinking, well I should be seeing 
forty patients a day like these other guys. [One of male doctors, literally, would tell his patients to], “Take 
your clothes off while you’re telling me what the problem is.” And he literally took the chair out of his 
room that day so nobody could sit down ... And I used to think, “Oh I should be seeing more.” I would 
have four hour sessions [but] they’d be spread to five hours ... and more would be done at night. And you 
develop a certain stamina. ... It took me a long while [to realise there was a female model].  
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This stage signals contradictions between masculine discourses of rural practice and an alternative 
more inclusive discourse emergent from the stories of women. This intermediate stage represents 
the pull-push process in grappling to accept or resist assimilation with the super-doc model. The 
quotes below illustrated these tensions:  
 
Kirsten: I still feel guilty that I can’t work full-time. I feel guilty that I don’t do a night on-call during the 
week, whereas the guys do. And I’m very aware of the fact that they do ... But they never complain about 
it, and they don’t try and make us feel that way. And I think it’s just something that’s part of your work 
ethic, you want to pull your weight the same as everybody else, but you have to realise that you’ve just got 
to work differently.  
 
Jill: I just did not have a clue in terms of the ramifications of having children and doing what I do. I thought 
it would be a piece of cake. And it was not, not at all. And we talk about job-sharing and reducing our 
hours and all that kind of stuff, and I don’t have a problem with it ‘cause it sounds really wonderful until 
you get that thing about ... Like I think it’s really good to be able to follow something through. And see 
people on a regular and frequent basis, and you can’t do that and work part-time.  
 
Individual, social and professional expectations position these women within contradictory 
discourses which means whichever way they choose they face a “double bind: to be feminine is to 
be deviant in a male context, but to be masculine is to be deviant as a women” (Quadrio, 2001, p. 
218). Women feel their lack of fit and struggle with definitions of self as a GP and their identity 
as a woman, leading to feelings of guilt and otherness (Quadrio, 2001). The dilemmas are of 
balancing conflicting roles: 
• Role of full-time, on-call health service provider for the community versus roles of 
parent and/or spouse/partner.  
• Preserving a career-oriented approach to work versus self-preservation and/or a more 
blended approach to balance work, family and lifestyle (Quadrio, 2001).  
• Fulfilling role of GP to generate fast medicine and therefore, a profitable business versus 
role of general practice as a caring profession. 
 
Although not implicitly stated, there is a feeling of the competitive nature of male-centred practice 
(Quadrio, 2001) and women are highly conscious of male GP attitudes that assume female GPs 
are not working hard enough, or may not be committed enough (Doyle, 2003): 
 
Fiona: It can be a problem in a practice where you’ve got a lot of male doctors, because they perhaps 
perceive you as being slack or slow in your work, ‘cause your taking time. They’ll probably think, “Well 
why do you take so long? We can do that in half the time.” I guess I’m lucky in that I’m in a practice with 
quite a few female doctors and we’re all the same. We all support each other and say, “Well look this is the 
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style that women doctors practice.” I guess if I was the only female in an all male practice, they probably 
wouldn’t believe that and ... they’d make you feel like you were a bit inferior I think.  
 
There are particular nuances of how the co-researchers discuss their male partners attitudes (in 
particular Sam and Sue) that suggests tensions around differing styles of practice or at least angst 
or guilt from women about whether they are fulfilling their job or not: as to whether they are 
actually ‘real’ rural GPs. For Ruth, in solo practice she saw herself in this way: 
 
I suppose I’ve never really thought of myself as a rural GP [italics added] because I’ve gone into 
nutritional medicine, which I could really practice elsewhere, and I haven’t done the true full-time rural GP 
thing.  I think woman have a real place in general practice. I think the patients really appreciate woman 
particularly ... I mean I was very fortunate that I could do part-time work when my children were small and 
I’ve been able to develop my practice now, when they’re not at home ... I feel that I’ve been able to do as 
much work as I’ve wanted, whenever I’ve wanted.  
 
Definitions of what it is to be a rural GP need to be expanded so that women don’t see that they 
are the problem (resembles stage two of Sinclair’s model) in doing it differently to the status quo. 
Different approaches would enable women to move beyond grappling with “irrational, traditional 
and outdated work structures and teaching methods” (Pringle, 1998, p. 10) which would increase 
sustainability factors of rural practice for both men and women. The first stage of ‘The agenda for 
change model’ is associated with the notion of fitting in with “what every other doctor does” 
(Sam) – that is a generic approach to rural practice (Wainer, Strasser, & Bryant, 2005). It includes 
elements such as, doctors are strongly committed to work above other priorities; they pull their 
weight, work full-time and do the on-call and after hours work (Kirsten); and they are able to 
delegate tasks, rather than be attached to patients (Kim). Pringle (1998) notes that the dominant 
discourses of medical time is “the most valued cultural capital that doctors have” (p.11). 
Furthermore, Pringle (1998) argues that:  
 
Doctors like to think that what differentiates medicine from other occupations and gives it a priestly 
dimension is its 24-hour on-call responsibilities. The profession suspects that those who do less cannot be 
real doctors or are not being serious about their careers. (p. 10) 
 
‘Chang[ing] the rhetoric of super-doc as the only valued rural doctor’ (Wainer et al., 2004, p. 2), 
is one of a number of strategies Wainer et al. (2004) found linked to increasing female GPs length 
of stay in rural practice. In some of the narratives, women moved on from evaluating themselves 
against a masculine model to defining and therefore, validating the way they practise as valuable, 
and “that’s the way I practise”. For example, Jeanette recognises that there is a female and a male 
mode of medicine and she was taught the male model. This attitude is one of release from 
professional norms and progression to the next level. Women move on from seeing themselves as 
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deviant to saying, “It’s OK to do it this way,” and even to “... teaching others the female model of 
practice”. Images of self change: this is at the cusp of the enlightenment phase. 
 
STAGE 2: ENLIGHTENMENT / GAINING INSIGHT 
Stage two defines the process where the individual reflects on their positioning and reworks 
discourses through which they are being constituted (Weedon, 1987). Poststructural thinking 
highlights the ways in which dominant discourses can have a disciplining effect on the individual 
(stage one, ‘fitting in’) yet simultaneously recognises that discourses are never fixed, nor is the 
individual’s ability limited to choosing to situate herself among discourses in multiple ways 
(Davies, 2004). When women GPs begin to see different ways of doing things – that is they are 
exposed to alternative discourses or reflect on their current positioning, they see possibilities for 
change and mobilise self from the dominant paradigm. For some this is a back and forth process, 
testing out new ways of doing and yet still holding onto old ways of knowing thus comparing self 
with the old paradigm. For others it is more straightforward. Due to interruptions in their lives, 
women could reflect on the dominant frames entrenched in their thinking, and saw multiple 
realities that may be articulated as sites of resistance. Gilligan’s (1982) work on women’s 
development is central to linking the concept of crisis and conflict with transition. She discusses 
“the notion that development occurs through an encounter with stress, that conflict provides an 
opportunity for growth” (Gilligan, 1982, p. 145). Many examples in the data defined turning 
points, critical events, or influencing factors which created the conditions for the participants to 
examine their perceived, conceived and lived experiences of a (rural) GP. Women reflected on 
perceived needs important to their individual value system to shape and find a way forward. The 
following are examples of gaining insight through a transition or crisis: 
• Having children and desire to change work and life priorities (Irene, Ruth, Fiona, Jane) 
• Reaching breaking point or becoming severely ill and having to alter work arrangements 
(Irene, Jeanette, Lena, Sue) 
• Realisation of different styles of practice through: reflections on own work styles compared to 
others and from patient comments; and exposure to a new culture such as female GP group 
discussions; and through GP training episodes (Di, Kim, Lena, Jeanette, Sue, Katrina, 
Kirsten) 
 
Co-researchers reflect on these crises and by their subsequent behaviour, start to break the 
powerful messages inherent in existing dominant discourses of medicine. At these points the 
expectations of others become irrelevant. Consciously or unconsciously women brought their 
ways of knowing and prioritising with them when they moved to more enabling ways to structure 
their practice.  
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Women are offered and they fashion opportunities to develop their work realities (Ross, 1997). 
Now situated in their current practices, some women’s stories weave through time, revealing how 
they moved from the dominant paradigm to more enabling ways of practicing. The women  
(Kirsten, Fiona, Jane) who began their careers with the opportunity for more flexible practice 
arrangements or indeed worked for themselves, were more satisfied with rural practice at the 
outset, thus their stories encompassed less movement through ‘The agenda for change model’ to 
an enabling culture. Rather their stories reflected more aspects of stage three, and the 
enlightenment phase was less relevant. These women were mothers when moving into their rural 
general practice careers, and had set limits in rural practice at the outset. Wainer et al. (2004) 
notes that “mothering is an acceptable reason to limit practice” (p. 4) and that the strategy of 
setting limits contributes to the sustainability of rural practice.  
 
The following scenarios are sites where women were grasping new realities and were empowered 
in their decisions to seek alternative ways to do and view medicine. In the first example, Sam 
explains that through her experience of ill health and financial adversity, she moves on from 
bowing to professional norms, to rediscovering values that are of most importance in her life. As 
Sam explains: 
 
I’ve now learnt that nothing is worth giving up your Sunday night with your husband for. ... So now I 
realise ... if you don’t look after yourself, no-one else will. So meanwhile, as long as me and my husband 
have quality time together that’s all that matters at this stage.  
 
Sam’s comments suggested that dominant professional expectations are all-consuming, 
demanding self-sacrifice. Irene felt bound to “pull her weight” (Doyle, 2003, p. 36) in the 
practice, but also valued the “need to try and spend time with” her children. It was only when she 
got to breaking point that she perceived change was necessary. At this moment dominant 
expectations, that are stumbling blocks to change, diminished in importance: 
 
But I guess the feeling was up until then [that]: “We’ve got to try and support each other and ... everybody 
has got to pull their weight ... “But I’m afraid that I sort of had to take a bit of another step and say to 
myself: “We’ll I’ve got to look after me. ...  because I think when you get to that point ... it’s a decision you 
know for yourself that you have to make, and other people’s expectations actually become irrelevant.  
 
Irene recalls how the problem was illuminated in a different way and how a barrier turns into an 
enabler for change:  
 
I got to the stage where I wasn’t enjoying [work] because I was certainly tired and under pressure all the 
time. I almost got to the stage where I couldn’t think straight ... I’d been thinking [about leaving] for a 
while ... “I don’t know how much longer I can cope with this ...”  I found it difficult, that’s where talking to 
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[a friend] was helpful ... Because I was so ... far into the situation and involved with it ... I couldn’t really 
see that [there] was an option [to “look after me in this situation”]. So I had to have it pointed out to me: “... 
Why can’t you just sort of let up what you’re doing?”  I said, “I just can’t do that.” And then ... I’m on my 
own that night and thinking: “Why can’t I do that? I suppose I have to do it. The other people in the 
practice would be much happier to have me stay on, and perhaps work fewer hours, than to not be there at 
all” – which I’m sure was the case.  
 
At this critical point without the emotional support of a confidante, the rationale of the GP who is 
immersed in the problem may consider their only option is to leave. However, in this situation, 
gaining an outsiders perspective on her problem enabled Irene to see through the issue and stay at 
her present practice, as well as increasing her work satisfaction. This experience raises awareness 
to the need for a confidante or mentor, enabling one to move through these crisis points and 
identify sustainable practice arrangements which in the overall picture, may lead to lengthening 
their stay. This is an important point, as caring for colleagues was lacking in some practices, but 
powerful where it was present, in moving from crisis to transition: 
 
Di: So suddenly a number of women left our practice, I was the only woman left. And us women altogether 
had been seeing about eighty percent of the obstetrics patients antenatally and in labour and so for about six 
months I had all theirs. I was booking about fifteen patients a month. I was doing normal general practice 
and whenever a lady was in labour I was running up and down and doing that in the nights or whatever. I 
was certainly close to burnout. Fortunately my [work] partners sort of realised this, and insisted that we 
create a roster system.  
 
Not only was this collective insight important in moving to more flexible modes for the female 
GPs but also assisted others in the practice to identify the need for change. Another woman 
highlights the critical circumstance of a male colleague and how it impacted on the practice 
philosophy: 
 
Jill: But I think at the end of the day they [male GP colleagues] also feel that family time’s really 
important. It took one of them a bit of time to work that out, because he had a bit of a rough rocky stretch 
where he became difficult to work with and like not just with us but with the hospital and everything. And 
you just realise that it’s just ‘cause you’re super-stressed and you haven’t got enough recreational time. 
And luckily he developed some insight into that [italics added]. And we all learned our lesson I think from 
that. Although we’re constantly reminding ourselves of the need for time off anyway. So yeah, these guys 
have become a little bit more aware and sensitive to those sorts of needs.  
 
Co-researchers stated they no longer enjoyed their work, at noticeably stressful points in their 
rural practice careers. These crisis points indicate “a dangerous opportunity for growth, a turning 
point for better or worse” (Erikson, 1964, cited in Gilligan, 1982, p. 139). To survive rural 
practice change was necessary – it was a time to step back and reflect on the past and rethink the 
present. Sue remarks on a time when practice workloads and work pressures were increasing and 
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there had been a tragic local car accident. Whilst her male practice partner decided to increase his 
work hours, her need was to “find some means of controlling how thin I was spreading myself.”  
 
Sue: [I] sort of came to a bit of a headway to ...  more clearly spell out how I was comfortable working. 
And you don’t really think of doing that, because the work’s there so you just keep doing it. But to actually 
specify “Well, no this is how I’m going to do it, I’m not going to see squeeze-ins unless it’s obviously 
important”. And unfortunately ... my partner, he’s a workaholic. And part of being able to do that, has been 
taking a deep breath and accepting that I can’t be responsible for his well-being. And that he has choices ... 
and he chooses to work very long hours. Most of the staff would agree that he’s probably burning himself 
out ...   
 
When women gain insight – that is see the self as different and no longer accept the dominant 
paradigm – women quickly move to view the problem not as a negative but as a possibility for 
change, to turn barriers into enablers. Jeanette captures a particular moment in time that 
illuminates a different way of seeing. She remembers seeing an advert for an anti-hypertensive 
agent, which includes a picture of a doctor in his white coat shaking hands with a male patient. On 
reflection, she sees herself differently from this representation of a doctor: She does not wear a 
white coat or shake hands and she couldn’t stand a practice style based on quantitative measures 
that included little time for developing relationships through “a conversationalist style of 
practice.” She said it took her a long while to realise “that there is a female model, but I was 
taught a male model” of medicine. Jeanette continues to unfold her story about how she felt like 
the other and “then reiterating with confidence and clarity her discovery of an inner voice” 
(Gilligan, 1982, p. 122) which could be articulated as a voice of resistance (Alston, 2000): 
 
And I was busy trying to keep up with all these male model people with the numbers of patients and how I 
treat them, and all that sort of thing: this ad just sort of contextualised for me that this is completely 
different from what I do. ... That wasn’t anything like what I was shown in medical school and yet  ... I 
guess that’s the way I’ve gone. And I started to talk to other women at conferences and I said, “You know 
how do you go with time with patients and how many things they bring and how you write up your notes 
and how does that compare to other things?” I found it was the same with other women. And I began to 
think, “Huh, I’m not weird. I’m not the only one off the planet, you know. And this is a thing common to 
women.”   
 
Jeanette comes to the realisation that the way she practises is valid, valuable and common among 
other women, and she believes in it. Networking with other female GPs and especially those who 
are working in a different way to the status quo is a critical site of potentiality and consciousness 
raising which awakens and strengthens definitions of self as a female GP.  
 
Di: I do find women doctors just wonderful. It’s like looking in the mirror and seeing your own good 
values. It’s the most amazing experience. Because sometimes you look at men doctors, and you think, 
“Well they can do this, and they can do that,” and yet when I talk to a competent woman doctor and I hear 
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her doing this and her doing that, I feel I do that too, and I did that, and I speak like that. And she’s the 
same as me, even though I don’t know her. We’ve got absolutely identical experience of life, training in 
life and we are the same. And so I feel good about myself, it’s like looking in the mirror.  
Kirsten: [W]e had a weekend away in August. I met some of the GPs around my area for the first time, the 
female GPs and we all said the same thing. Felt the same way about lots of things and um, yeah. It was an 
incredibly supportive and enlightening weekend. And the plan is that we will have one of those, probably 
twice a year.  
 
In other examples the moment of change was obscure, rather women reflected on their changing 
style of medicine, contrasting the before and after aspects of their style. Interviews with at least 
three women revealed the evolving process of change over time, illustrating a movement from the 
dominant frame towards women’s ways of knowing in their practice style. In retrospect, their 
stories are ones of validating women’s ways of knowing and of eclipsing the dominant frames 
which had initially shaped their practice. Included here is one story of change that captures the 
contrasting styles and evolving process through which women redefine their practice. Kim 
explains how she learnt to empathise with patients: 
 
When I first arrived here, I learnt [the practice of medicine] from this old doctor. ... And in those days I 
know that we should not be involved with ... patient emotions ... in those days ... I wasn’t a real affectionate 
person ... And [then later on in the practice] I had two or three of my good friends die. And I saw them die 
... But you tend to start learning how to cope and how to feel. ... And I think your way of practicing 
medicine also tends to change as you get older. You’re more towards to how people feel rather than 
applying your book knowledge to the illness.  
 
The residual feelings of seeing self as a problem is evidenced in retrospect in each of these quotes. 
Women GPs move on from having compared themselves to the male value system and feeling 
expectations to “pull their weight” (Doyle, 2003, p. 36), to a new awareness of self, authority and 
knowing.  
 
SUMMARY 
Given the history of the relationship between women and medicine, it seems that the current 
culture of medicine does nothing to celebrate women’s values, women’s culture or women’s 
work styles. What we see in the Top End [remote practice] is new positions being created. These 
positions are not burdened (from a women’s perspective) with a male culture. They are being 
developed in a way which is in harmony with a woman doctor’s understanding and knowledge.  
Furthermore most of her co-workers are also women, many of whom will be able to support her 
in developing a medical practice which embraces women’s culture  
Women in Rural Practice Committee, (ACRRM, , 1997, p. 27) 
 
From a poststructural viewpoint, Hardin (2003) notes that “the extent people take up and align 
with any discourse varies” (p. 211). Some see their life as a doctor (medicine as a vocation), 
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whilst others see their job as a doctor (medicine as an occupation). In relation to women’s 
narratives, this view acknowledges the diversity within women’s individual lives. Indeed, women 
arranged their work and life in a variety of ways and according to their individual life contexts, 
the meaning of being a rural general practitioner varies for the individual.  
 
Poststructural thinking also emphasises how dominant discourses have a disciplining effect on 
identity formation (Grace & Lennie, 1998; Hardin, 2003). When the individual is categorised as a 
kind’ or ‘type’ of person [such as rural GPs or ‘superdocs’], this “constitutes how [one] think[s], 
perceive[s] and act [s] (Hardin, 2003, p. 211). In other words, “the taking-up of meanings acts to 
constitute people’s experience” (Hardin, 2003, p. 211). When considering the sociological 
commentary on rural general practice (Durey, 2004; Lippert, 2001; Wainer, Bryant, Strasser, 
Carson, & Stringer, 1999, March) this profession can be regarded “as a discursive field of 
symbols and signs with which GPs identify” (R. Lawrence, 2001, March, p. 1). Through the 
acculturation process of medicine, women know, consciously or unconsciously, that hard work 
and commitment is valued; that denial of self and of weaknesses is the nature of the profession; 
and struggle to find ways of balancing life with work. They see it as important, but find it difficult 
to break away from the male patterns of work as the accepted model. Women are valued for being 
genderless and maintaining the status quo with the symbols and signs of a “real” rural doctor. 
Feelings of guilt and lack of fit constrain women. The cultural ideology underpinning this is that 
‘the problem is women’ (Sinclair, 1998). Indeed women struggle to move out of and move on to 
redefine new ways of being a GP. Some women were content to work within some aspects of the 
dominant frames, but what was different for all women, was the desire to practise from a 
women’s perspective. In particular, it was the dominant masculinist control on time and space that 
women felt was unsatisfactory. What women rejected were the hierarchical structures, the 
dominant viewpoints including fast medicine, controlling ways of communicating, a career 
orientation over caring professional. Women wanted to branch out in the nature of practice, in the 
work structures, and in the balance of work with other aspects of their lives and these concerns 
were about being human and creating one’s own space that is equally validated. At critical points 
in their lives, women’s experiences led to significant changes in the way they thought: they were 
seeing possibilities of change by realising there were other choices.  
 
In contrast to the organisational level, this chapter as the first at the individual level, has 
emphasised not that “women are the problem”, but that masculinist discourses of rural medicine 
are the problem for female practitioners who want to practise in rural areas. Positions that are 
burdened, from a women’s perspective, with a male culture do not fit in with the alternative 
discourses of women, expressed in such terms as “women’s values, women’s culture, or women’s 
work styles” (ACRRM, 1997, p. 27). The narratives of the female rural GPs in this study suggest 
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that women are drawing upon these normalised and essentialist discourses to move within and 
beyond the dominant discourses. ‘The agenda for change model’ makes a major contribution to 
our knowledge in understanding this process through which individual female rural GPs form an 
‘alternative voice of resistance’ (Alston, 2000). The model is significant in terms of being 
developed through “a locally constructed, inductively derived” (MacDonald & Schreiber, 2001, p. 
45) process. In other words, theory generation was produced from the data upwards, through a 
close analysis of the rural women GPs’ narratives. 
 
This chapter has investigated the ways that women GPs contest (and conform) to the dominant 
masculine discourses in rural practice, and in doing so has highlighted distinctive and alternative 
discourses of women. It has emphasised the importance of giving women a voice to their 
experiences and ways of being a doctor, and on reflection emphasises the importance of 
understanding gender and other social and culture aspects in relation to recruitment and retention 
issues. This chapter concurs with Australian studies on female rural GPs that identify diversity 
and flexibility as crucial components in future rural medical workforce initiatives. Lawrence 
(2001) calls for the need for a sociological framework that results in different policies and 
programs to the current ones that “aim to alter the material circumstances of GPs in order to 
motivate behaviour change in general practitioners” (p. 1). He argues that “without change at the 
level of [cultural] identity, behaviour change is unlikely to endure” (R. Lawrence, 2001, March, p. 
1). This chapter supports calls for the professional identity of female rural GPs to be recognised 
and valued. On a more general note, this chapter builds on findings at the organisational level to 
argue for transformation of the organisational culture of rural general practice, along with 
redefinitions of work and work relations.  
  
Chapter seven has identified the process for negotiating or rejecting the traditional discourses of 
rural general practice. It emphasises that the current male-model informing recruitment and 
retention initiatives of all rural GPs are outdated and unviable structures when applied to the 
experiences of female GPs. Chapter seven supports findings by Wainer (2004b), Quadrio (2001) 
and Tolhurst and Lippert (2003) that women practitioners are resisting assimilation and providing 
new models for a blending of work and family life, and new ways of being a doctor. This is 
further explored in chapter eight.
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Chapter 8 
Towards an enabling culture: (Re)creating spaces  
 
And so, one day, I took off my glasses and threw my white coat to the winds. I kept the bun. I 
made my sentences shorter. I drank tea with my patients. I felt as though I had leaped off a cliff, 
free-falling into a scary space, where it was just me with my patients – no coat for me to slip 
into, no professional mannerisms to hide behind. I felt strangely vulnerable, exposed, and open 
to criticism. Naked without white coat, eyes uncovered. And I found myself swept up into a 
magical world, strangely enchanted and unchartered. For in giving me permission to be myself, 
I gave my patients permission to be themselves as well. 
(Devi, 2003, p. 116) 
 
OVERVIEW 
As the final chapter of part three, chapter eight draws on the findings from the thirteen case 
studies to investigate women rural GPs’ individual agency in moving beyond ‘fitting in’ with the 
dominant discourse of rural general practice, towards altering and re-creating new meanings of a 
rural doctor to suit their philosophy and practice of medicine. This chapter explores convergences 
between space, place and an enabling culture for women GPs. 
 
The research question addressed is: What new or alternative discourses have been created by 
women rural GPs and how does the rural context provide the milieu for women to rework these 
spaces? (Pratt, 2004). The emphasis here is not on how women do or do not fit into the existing 
structures (chapter seven) but how women enhance the rural space and make it their own on a 
personal and professional level (personal agency) and how the culture of rurality and rural 
healthcare (structure) appeals to women’s ways of knowing and doing3. Chapter eight therefore, 
highlights the dynamic between agency (actions of female GPs) and structure (rural culture and 
healthcare) and begins to define an ‘enabling culture’ for women within the rural spaces, 
emerging from findings of the female rural GP case studies.    
 
                                                     
3 The concepts of ‘women’s ways of doing’ and ‘women’s ways of knowing’ are acknowledged as 
belonging to normalised and essentialist discourses. Throughout chapter eight, phrases within quotes or 
within the commentary reflect the way in which women draw on essentialist discourses in positioning 
themselves differently from the male model of the ‘superdoc’. Terms used to describe these discourses 
related to femininity include women’s ways of doing and knowing, women’s value(s) systems, women’s 
culture, and women’s work styles.  
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Chapter eight is organised around stages three (‘(Re)gaining a sense of self’) and four (‘Towards 
an enabling culture’) of ‘The agenda for change model’. Firstly, I explore women’s subjectivity, 
and the importance of rebuilding a sense of self – in contrast to the norms and values of the super-
doc model – to provide a space for women to construct an alternative image of what a rural doctor 
might be (Beagan, 2000). Then I delve deeper into these meanings of a rural GP from a women’s 
perspective and how the context of rurality is integral to the discursive practices of women-
defined rural practice. In the summary, I situate these findings in the broader context of post-
structural feminist thinking and implications for recruitment and retention of female rural GPs. 
 
STAGE 3: (RE)GAINING SENSE OF SELF 
The fabric of my life is richer for my not fitting into a stereotype and, instead, accentuating 
those individual characteristics about me that are important for my profession. So I’ve chosen 
the road less travelled and oh, the difference to me!  
(Devi, 2003, p.118) 
 
Whilst the individual is constituted by discourses, they are not determined by them (Blackmore, 
1999), so the individual has both perceived limitations within dominant discourses, and also 
active choices in responding to those discourses. Depending on how or if one sees these as 
individual choices, they may either move forward in actually expanding definitions of what it is to 
be a GP or may continue to conform to given definitions. It was made clear in the previous 
chapter that there is a level of dissonance between the masculinist ethos of medicine and women’s 
images of how they wanted to practise. Such findings correspond with studies on the training 
experiences of nurses, teachers and some about doctors (Beagan, 2000) as they develop their 
professional identities (Spouse, 2000). Whilst pre-registration students bring with them images or 
personal knowledge that is used to inform actions and approaches to action, research suggests 
students learn to subsume these “personal beliefs in order to survive the impact of [acculturation] 
and the reality of working in their career setting” (Spouse, 2000, p. 732). Furthermore, Beagan’s 
(2000) study on medical education in Canada suggests that “the homogenising influences” (p. 
1254) within their training works to neutralise social differences among students towards the 
production of a “socially-neutral physician” (p. 1262). Likewise in this research, women activists 
remarked that medical training produces ‘genderless doctors’. Beagan (2000) identified that 
among the homogenising influences on medical students including isolation; time and conformity 
pressures; and resocialisation; is that of “letting go of aspects of self” (p. 1259). This “entails 
letting go of prior conceptions of themselves that do no fit easily with the emergent medical 
professional identity” (p. 1259) in particular, their gender identity and personal knowing. “Letting 
go of non-medical parts of one’s identity – burying them, abandoning them, or putting them aside 
for a while – is a high price to pay to succeed in medical school” (p. 1259). However, stage three 
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of the agenda for change model sees a re-emergence of these subjective aspects of the self. 
Beagan (2000) comments that viewing medical knowledge as “impartial reasoning: dispassionate, 
abstract, and objective, separated from feelings, desires, commitments, experiences” (p. 1262) 
may reach its “purest form” (p. 1262) during training, “when an ideal version is typified and 
taught; later, in practice, most physicians … admit to external influences” (p. 1262). In line with 
Beagan (2000), the findings of this research suggests that it is only when co-researchers were out 
practising as rural GPs did they begin to (re)establish a sense of personal agency, in which women 
re-integrate aspects of self back into their lives and “feel like they are [back] on the right course” 
(Keshet, 1997, p. 165). Indeed, all the women were more likely to move toward expanding the 
discourses of medical knowledge, and reworking or diverting these spaces. Underlying this is a 
(re)gaining of self, where women change their positioning through discourse (perhaps through 
enlightenment) to allow their creativity to be expressed through changes in their lives and practice 
decisions.  
 
The enlightenment and evolving stages are inseparable because the experiences of gaining insight 
through personal knowing are “important directional events in women’s lives” (Keshet, 1997, p. 
165). As one gains new insights or shifts in perspective, this then works into developing one’s 
subjective experiences and the evolution of self (Haste, 1990; Jacobs, 1998; Keshet, 1997). 
(Re)gaining a sense of self is difficult “to articulate or locate verbally” (Spouse, 2000, p. 731), as 
it is the knowledge that the women intuitively identified and is expressed “in human interactions 
and behaviours rather than words” (Jacobs, 1998, p. 27). Literature that identifies women’s 
development through “personal knowing” (Carper, 1978/2004; Jacobs, 1998; Keshet, 1997) 
captures the essence of stage three. Here the “discovery of self and others ... is arrived at through 
reflection, synthesis of perceptions, and connecting with what is known” (Jacobs, 1998, p. 25). 
Through gaining personal insights, the “individual gain[s] new moral (or political) perspectives, a 
new sense of personal agency, and a shift in perceived roles and responsibilities” (Haste, 1990, p. 
316).  
 
The evolution of self and work through stage three, is where women develop self-awareness about 
the way they practise, and understand it is different, but just as valuable, and will rework or divert 
spaces to ensure it fulfils their definition what it is to be a rural GP. They break the strictures of 
the old ways, as personal and professional identities (re)connect and come into their own, gaining 
a new sense of ‘how I work with others’ and ‘how I see myself’, and locating the rewards of 
medicine that really matter – give it meaning. This is an evolving process, not fixed to a certain 
locale or time; rather, it is continually expanding as women find more sense of self, so their 
practice grows in response to their self development (Jacobs, 1998). Through ‘(re)gaining a sense 
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of self’, women move towards slow medicine (in contrast to ‘fast medicine’) and commit 
themselves to provide authentic, genuine and holistic health care (Jacobs, 1998).  
 
This research does not merely confirm the findings of other studies, but adds a new understanding 
of the importance of space in integrating one’s self and philosophy into one’s professional 
practice. As Pratt (2004) argues, moving to a new geographic space may mean moving to a new 
discourse or a place where one can draw on their creative selves to shape new discourses. As 
such, this thesis’ contribution is in revealing that the rural context for practising medicine opens 
up new possibilities for female GPs. For example, women were passionate about how important it 
was to “meet the genuine needs of patients” (Di) and rural practice offered the opportunity for 
these empathetic and personal connections with patients. All women felt that rural patients valued 
them as doctors and most reported increased patient numbers: the women believed that they were 
giving different care to patients than male GPs. It is the personal/professional interface which is 
integral to this side of doctoring from a women’s perspective and “[w]ithout this knowing of self, 
which allows openness to the knowing of another person, [doctoring] 4 is only technical 
assistance, not involved in care” (Jacobs, 1998, p. 28). 
 
At stage three (and four) professional identity is intimately connected with the self, seen for 
example, in the inter-relationship with staff and patients and as a doctor, a women and/or a 
mother. This is where personal knowing shows itself in personal encounters that promote integrity 
and wholeness. Here women’s belief in self, their personal values and goals emerge. The 
achievement of engagement rather than detachment is a result of this process, and rejects the 
manipulative, impersonal demeanour that defines the “neutral” (Beagan, 2000; Jacobs, 1998) and 
“genderless” doctor – traits that reflect the dominant paradigm. As women’s individualised ways 
of knowing and doing are ignited, they are reminded of “why I went to medical school in the first 
place”, they redirect their approach to life, establish new priorities, and find a balance (Crosby, 
2003, p. 169). Finding a sense of self in their practice, and allowing that sense to redirect or 
establish new priorities entail two main elements: you “discover a niche” and “develop your own 
balance.” Change through stages three and four is sequential – so there is a personal change in 
self, before there is a change in practice. Once one gains a sense of self, new ways of practising, 
prioritising and balancing start to emerge – this is moving to an enabling culture.   
 
                                                     
4  Whilst Jacobs (1998) is referring to personal knowing in relation to nursing practice, this comment resonates with 
remarks from the rural women GPs about the discipline of general practice. 
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The personal/professional interface 
One of the core findings from the case studies is that there is a complex relationship between 
one’s subjectivity and their subsequent actions and approaches to action. The term 
personal/professional interface is used to describe this dynamic. Why women choose the places 
where they practise and take up a particular style of practice is related to this interface. For 
example, Di’s story of “how I came to be here” encompasses a journey to acquire autonomy and 
personal space. In gaining a sense of self, Di explains the perceived choice she had to make, either 
to “toe the line”, or to “deviate”. “Toe the line” meant making a decision to conform to being told 
what to do by men of authority in a number of places in her life (both personal and professional). 
In particular she felt bound to the traditional obligations of women, to help men be “comfortable”. 
Because of these feelings of repression which restricts her sense of self and her practice style, she 
decides to deviate:  
 
Di: Working here, I get the unbelievable opportunity to call the shots, which you can’t do in many places – 
And I’m a person who tends to bow to authority – And…I like to be a team player. And so where a man is 
involved, I would probably let him call the shots and I’d say, “We’ll go that way.”.... Can you see how 
strict my rules and repressions are?  
 
She says she can practise fast medicine but does not see this as the “true basis of general 
practice”. In creating her own space, she sees that: “I use my pain to make my privilege”. In other 
words, she knows that her inherent vulnerability to serve men, is her ‘pain,’ or ‘handicap,’ and in 
knowing this side of herself, realises that the only way, ‘I [could] prove that I was a good doctor,’ 
was to make a privileged space for the self.  In setting up a practice, this enabled her to have the 
space and freedom which is integral to both her personal and professional needs: to feel connected 
to self (ie. to be herself), and thus to other people, therefore give meaning to her practice (Keshet, 
1997). She explains why she moved out of the dominant medical paradigm like this: 
 
Di: So that’s why I need a practice of my own, where I call the shots. ‘Cause Dr [X] asked me to work with 
him, and I knew straight away, "No." ‘Cause they’d want their notes such and such; they’d want their 
patients seen quarterly hour, which is all perfectly right and proper, but I don’t want to especially work that 
way. That shuts up a whole lot of other areas of interests.  
 
Di highlights how “personal knowing contributes to a woman’s commitment to a chosen way of 
life [by pulling] her back when she is not living in harmony with her values system” (Keshet, 
1997, p. 62). In the following comment, Di illustrates that if women fail to acknowledge their 
value system in their practices, they are not connected to their work or patients, and therefore, are 
unlikely to find satisfaction or fulfilment from their work. Likewise, Keshet (1997) illustrates how 
an “inauthentic relationship” with patients is a precipitating factor for a woman to abandon her 
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career in psychology. Without personal knowing guiding their life/work, women may be less 
likely to continue that line of work:  
 
Di: And working as a cog in the wheel – and the danger of that for me is that I get bored, that I don’t bother 
doing it.  I just [ask the patient]: “What’s wrong with you?” and; “What tablets do you want?” and; “There 
you are. Goodbye.” You could have anything wrong, and I, ah don’t look into it. ... I’m behaving as a 
process worker on an assembly line. ... Yeah so that’s why I can’t ever say yes to the guys down town 
‘cause I’d have to go their way which I suppose [I’d do] if I had to, but if I don’t have to, I don’t do it.  
 
Perhaps this suggests that women can go to a rural place and make it their own, as the conditions 
of a rural environment make personal agency possible for women. It can be a place for 
rejuvenation and reconnection to self, to others and their environment, and a place where women 
can prove they are “good doctors” and tap into the rewards of practice that really matter to them 
(Moll, 2003). There is a sense of personal agency where women choose a place to practise which 
enables them to endorse their values system. This is reflected in their similar responses about their 
attractions to rural practice and in the practice style which they “evolve”, termed in this research 
as ‘slow medicine’ and discussed further in the chapter. A typical response revealing a sense of 
self in ‘slow medicine’ is: 
 
Jeanette: That’s the style you evolve, and I don’t think I planned it that way, it just sort of happened ... I 
have longer appointments, I see less people a day, but that’s the way I work, the people who come and see 
me want it to be that way.  
 
For many women, spirituality was a part of their personal knowing, and expressing that 
knowledge in the practice to form important and deep connections with self, work and others. Of 
the thirteen GPs, ten acknowledged an individual faith interwoven in the understanding of life. 
Some felt spirituality was one aspect of life, significant in accepting and coping with the death of 
patients and extending this comfort to the patient’s family that have this mutual understanding. 
However, seven women explained that being a doctor was intimately connected with the purpose 
of their life. Four of these women felt a sense of calling to the place where they now lived and 
worked and significantly these women have been in their rural towns for six, twenty and thirty 
years. A faith-filled response common among the three women is, “God has sent me here for a 
purpose”. This calling or vocation to “areas of need” fulfils a spiritual connection to place. In 
addition, this vision for life is expressed by one young GP as “... [to seek out] places that are 
needy. I don’t really want to work in a place that’s terribly well off and a place that has everything 
that it needs” (Katrina). In general, rural towns are enabling for women because in “areas of need” 
there is a sense of being truly valued and needed (Wainer, 2001). Furthermore, it realises the 
personal/professional interface of the individual – the desire to carry out their altruistic and 
humanitarian aspects of the self in their profession.  
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Katrina: There are so many other places that are much easier to work in, why would you work in a 
community that demands so much of you, and gives you back monetary-wise, very little. I don’t think you 
would [if didn’t have] some sort of purpose to your life. You’re serving something greater than yourself, 
greater than your community.  
 
Seven women explained that their ‘faith’ transcends the personal and moves into the professional 
realm of their practice. One GP said, “I love doing stuff for people. I love being able to help 
people ...To me it’s not just a job, it’s a ministry, it’s a thing that I like doing, and I get a whole lot 
of pleasure out of those things, and doing stuff for patients and educating them ...”. Women did 
not ‘push their faith’ in practice, but it was implied in administering their ‘self’ as an instrument 
of medical practice. The following quotes highlight this personal-professional interface: 
 
So what’s your personal philosophy for life and for work?  
Jeanette: ... I’ve been created and made for a purpose of loving [God] and as I receive that love then I have 
it to give. And if He then gives me tools and methods and ways of doing it, then that just becomes the 
method made through which I administer that love to people. ... He gives me skills and the ability to learn 
skills that I can apply... I myself as a person am a pill to people as well. ... That’s one of those things that 
came out of some eminent GP some time ago ... that you prescribe yourself. I’m not just an inanimate 
object. It’s the person you prescribe. I mean, you know that’s just more than placebo effect ... it’s part of 
relationships.  
 
Di: I just think ... the purpose of our life is trying to fulfil our potential, our God-given gifts. And we don’t 
even know what they are or how they’re going to be made evident. ... And I’m always moved when I see 
the patients, actually - and you know the phrase of: “When you see somebody in need, you see the face of 
God.” And when I see somebody I say to myself, “What do they need? God please help me to help this 
patient”. ‘Cause sometimes it’s a whole jumble, and as I said, it takes me a while to work out what they 
really need. 
 
Kim: My [philosophy] for work and life is that. ... I carry the work for God. And I feel that I’m only an 
instrument sent by God, to carry on whatever people want me to do. ... So I do not judge a person. ... I like 
to be able to [be] answerable to God. ... So to me, money is not the thing that I’m working for. I work for 
my satisfaction in here [my heart]. That’s my principle of work.  
 
This kind of knowing “forms a bridge between individual and universal meanings. [Women] feel 
connected to themselves, other people, nature, and…something greater” (Keshet, 1997, p. 164). 
Not only is spirituality captured in all these quotes, but also the importance of the doctor-patient 
relationship and the sense of self being present in forming trusting, empathic, compassionate and 
genuine connections in the care of patients. The ‘self’ was a faculty for practice. In other words, 
“it is the healing power of the physician-patient relationship which often transcends the tools of 
medical technology” (Basaviah, 2003, p. 132). Barber (1996) argues for a holistic health which:  
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... puts a high value on human experience. It is alert to the uniqueness of each individual and our ability to 
learn from experience. It emphasises the authority of personal relationships whereby feeling, emotions and 
intuition become recognised tools of enquiry. (p. 55) 
 
This humanistic side of medicine was evidenced in all the women’s stories. A sense of self was 
seen in their holistic approach to practise: 
 
Sue: My consulting style at times is fairly relaxed and people find comfort in that, and [the patients will 
say] "Can I ask you this as well?" And often what by anyone else’s definition would be just a quick 
consultation, it turns out to be something a bit longer. And if that is meeting the patient’s needs, then to me, 
I don’t mind working that way. 
 
In the following example Jeanette and Lena highlight how authentic relationships are part of their 
practise of medicine:   
 
Lena: The previous doctor that used to be here, saw patients ten minutely. In. Out. In. ... And that’s the 
difference. But I learn lots of stuff from people ... especially now I’ve been here for a while you know 
everyone pretty well... 
 
Jeanette: [B]ut for me [general practice has] always been something you could do and help other people 
with. And sort of a ministry ... I can’t understand people who see it as just a business. I mean I know we 
have to run it as a business in various ways, but to me it’s helping people with their needs and where 
they’re at in their lives.  
 
For these women, being a doctor was not based on a value system related to patient turnover, 
income, status or professional tenure (Bickel & Clark, 2000). As illuminated in Jeanette’s words, 
women’s sense of being emerged in their “conversationalist style” of practice where the meaning 
of success was more “personal” than the business-like approach to medical practice. Being a 
doctor was about reflexive practice that both benefited the patient and the self. As female GPs 
widened their medical interests, they developed new skills and knowledge to assist patients, as 
well as built upon their own sense of self-worth, confidence, and developed personal and 
professional strategies to manage the pressures of rural practice. In many instances, women’s life 
experience or self-development shaped their professional development including their particular 
approach to medicine, or areas of interest. Table 12 provides examples from the women’s 
narratives of how the personal and the professional intersect. The following quote illustrates how 
due to a personal crisis, Jeanette’s interest in the mental health area has increased both personal 
and professional development:  
 
Jeanette: I’ve done a fair bit of mental health stuff, and that’s helped me to understand people and 
understand myself. ... And I guess that’s been a valuable thing. ...And I mean, you have to apply the 
concepts yourself, to be able to administer them.  
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Table 12: Incorporating the personal with the professional: Examples from the data  
Personal experience/ Self-development Professional 
Lack female mentor in medical school “Believed in mentor programs and that’s what I did” 
– became a rural GP mentor for medical students. 
Episode of depression or personal crisis  Develop mental health skills, teach colleagues, help 
to understand patients and gain personal coping 
skills/confidence in self.  
Experience life as a woman Able to offer, ‘personal experience’; ‘spend more 
time’; psycho-social level of understanding; care in 
terms of nurture patients – role of servitude 
De-medicalise the ‘life-world’ such as pregnancy.  
Experience demoralisation of hospital 
medicine – inauthentic relationships with 
patients 
Personalise practice – make connections with 
patients/ value and empower patient by equipping 
with information and choice.  
 
Discover a niche 
Most women explained that they find a niche of expertise, or particular medical interests in 
response to a genuine area of need for patients or minority groups within the community, 
involving problems which were marginalised by the medical profession and community at large. 
This was the sense of self moving in areas in response to need, for example: “I’ve discovered 
myself making moves in this direction, so maybe I should actually acknowledge I’m making these 
moves” (Jeanette). The following excerpts from the women’s narratives illustrate the various 
niches that women develop.  
 
Discovering the underlying cause of the patient’s health problems through the practice of slow 
medicine is a niche, common to many of the women. It reflected a “truly humanistic medicine” in 
which the GP begins with “an understanding of the experience of the sick person rather than in an 
‘objective’ description of pathology” (Baron, 1981, p. 5):    
 
Di:  [A]nd so people who have a need – wanted to understand what was wrong with them, and have their 
problem worked out ... were coming [180 kilimotres or more] from other practices to me. ... So yeah I 
suppose you get to this stage in your professional life, where you’re over skilled in certain jobs. You don’t 
just perform on a superficial level anymore because you are aware of something else and you can’t ignore 
it.  
 
Delivering health care in genuine areas of need is another niche common among the women. As 
well as women’s agentic responses to practise in rural areas, as “areas of need”, women branched 
out in the nature of practice, into complementary health therapies such as nutritional medicine and 
pain management. Jeanette spoke about her decision to pursue the area of pain management, out 
of the desire to deliver a lacking service for rural patients. Her decision is also deeply personal 
and is described as a sort of fait accompli (Keshet, 1997):  
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I’ve sort of been torn these last few days sort of thinking, “Will I or won’t I.” But I must. I can’t not. And I 
guess that sums up me and my philosophy. It’s like, “If there’s something out there that I can do to help 
someone that no-one else is doing, then I must do it”. 
 
Emotion work is another area of expertise which many of the GPs were developing. This in part is 
in response to the assumptions underlying reception staff and patients’ perceptions (and in line 
with research evidence) that suggest women are better communicators (Zaharias, Piterman, & 
Liddell, 2004) and allow more time (AMWAC, 2000; Pringle, 1998), but also relates to women 
GPs’ feminine ethos of care and concern (Quadrio, 2001):  
 
Sam: Well the other doctor sees about eight to ten an hour. And I made a point of saying: I only want to see 
four an hour, which I think is completely fair. ... And I need that long to see my patients ... otherwise you 
miss things. Or the patients feel really, really rushed. ... With the drought, when I first came here, I said to 
him “I seem to treat so much depression with the drought. [And you?]” He said, “No. No-one’s ever said 
anything.” And yet every single person I get breaks down in tears.  
 
Servicing particular (minority) populations is another niche women develop in response to local 
health-care needs including women’s health, Aboriginal health, and delivering culturally-sensitive 
health care to people from non-English speaking backgrounds:  
 
Katrina: [My sessions] are being booked out by young women; by middle age women; and by young 
pregnant women. And I’m the only female that does obstetrics around here. So every woman that’s having 
a baby thinks it’s sensational, which is good because I love obstetrics, and love pregnant women and 
they’re all good fun. 
 
Jill: There’s so many things that need to be done here, like the Koori [health]. That’s something, nobody 
really wants to take part in but it’s SO NECESSARY. ... It’s no financial reward to speak of, but GOD it’s 
such a need. We’ve got a very small Koori community but the quality of health is very poor. ... I love 
working there. 
 
Finding a balance 
In defining their sense of self, not only did women refer to rewards inherent in having a deeper 
understanding of patients and their lives, but women also highlighted the importance of setting 
priorities which encompassed finding your own balance in life. Balancing of life and work is 
diverse amongst the women, according to their various life circumstances and sense of self. This 
is illustrated by the two contrasting examples. Irene, a GP with three children talks about a 
balance: 
 
... [that] includes looking after myself, and realising that I’m entitled to a certain amount of pleasure and 
enjoyment in life as well. I don’t have to spend my whole life doing things for other people. So I guess it 
comes down to a bit of a balance. Family’s always a priority. It has to be.  
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Jeanette, a single woman with no children, regards a balance in her work/life as:  
 
I’m fascinated by the human body and learning stuff ... bad at time boundaries ... But I have time as my 
own ... I do like to keep fit, that keeps me sane, that keeps me in form ... I love bush walking ... And I have 
music, and I go to church and friends. [But] I’ve learnt dedication to the task ... and the truth is I get a 
whole heap of pleasure out of work.   
 
The balance for women in their individual lives also changes according to different life stages, 
especially in relationship to having and rearing children (Doyle, 2003). As McCrae (2003) 
suggests, the key is to learn to “be flexible, to set priorities, to accept help, and to make amends” 
(p. 180).  
 
STAGE 4: TOWARDS AN ENABLING DISCOURSE 
Viewing the findings through a poststructural lens allows for different ways to view rurality and 
emphasises the significance of space and place in the lives of female GPs. An enabling discourse 
for women GPs is spatially located. As such, rural space provides the setting which is enabling for 
women to practise the way they want to. So women move across geographical spaces to a 
discourse of medical practice which suits each of their particular ways of doing and knowing and 
this was found in rural spaces. Therefore, the fourth stage of the agenda for change model 
involves “spatialising discourses” (Pratt, 2004, p. 22). A key finding is how these women create 
new spaces within rural places that is both personally and professionally enabling, and can be 
articulated as a voice of resistance to the super-doc model and patriarchal medicine. Evident here 
is the dynamic of agency/structure as women use their personal agency to enhance the enabling 
conditions of rural space and make it their own. Characteristics of a culture which enables women 
to reach their full potential (i.e. self-determination) are clearly identifiable amongst the women 
that have moved through elements in the previous stages (one to three) and have been able to 
shape up the practice for themselves. In their stories a sense of individual agency is most 
significant. Stage four captures the creative dimension of personal knowing (Jacobs, 1998). That 
is, women are opening up, centering on and actualising (Jacobs, 1998) their personal preferences 
in rural practice which includes a sense of purpose to do slow medicine and a more blended 
approach (Quadrio, 2001) to work and life/family including forming their identity as part of a 
rural community (Han & Humphreys, 2005).  
 
An enabling culture includes characteristics of: mutual respect (Wainer, Strasser, & Bryant, 
2004); collaborative work structures; good communication skills; a balanced lifestyle; rejection of 
the ethos of overwork (Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March); and an 
acknowledgement of the multiple roles of female GPs by pursuing more flexible and balanced 
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modes of practice (Doyle, 2003; Tolhurst & Lippert, 2003; Wainer, 2004b). Women were 
achieving structures that worked for them in a variety of innovative ways. An enabling culture is 
one which embraces diversity and therefore, does not view the traditional model of practice as any 
less valuable, but just different. “If [woman] want to do that, they should be allowed to do it” 
(Ruth). The epitome of what an enabling discourse entails and how women can and do create their 
own space in rural practice is carried through in Ruth’s reflections of the high proportion of 
women GPs and their success in Northern Territory Aboriginal outposts: 
 
... that women could go there and make a success of it. And because no-one had been there before and there 
was no pattern of expectation ... that the doctor would be a super-doc – so the women could work out what 
role they wanted for themselves, and how they wanted to be a doctor to that region, to that locality. ... And 
that was interesting because that was very successful when they could start afresh and not have to work on 
someone else’s scheme. They created their own model ... and probably a model that was very successful for 
that setting.  
 
Ruth highlights a number of aspects of an enabling culture including: working the way you want 
(diversity); working in a “collaborative way”, in a rural health team; working in an area of 
genuine need (Wainer, 2001); being part of a health care team; having back-up specialist support; 
and having flat work structures. In particular, Ruth highlights the emergence of a new female 
practice model where the traditional work models of rural general practice are absent or 
deconstructed by the women. Whilst Tolhurst and Lippert (2003) suggest that women are change 
agents in ‘forging’ a new pathway in rural general practice, this research extends our 
understanding of the processes involved for women to achieve this, and develops a richer, more 
complex picture in women’s own words, of what this enabling culture looks like.  
 
This section documents two main areas in which women are carving out a new enabling culture. 
One area is about how women rework the personal and professional dimensions of time and space 
and make it their own. The other area is about how women’s ways of knowing and valuing (ie. 
how women draw on essentialist discourses to) create new meanings in their ‘doing’ rural 
practice. These two conditions are behind defining an enabling culture for women in rural general 
practice. In order to develop a substantive picture of this enabling culture, the data from 
interviews with the thirteen women GPs is organised under stage four properties of ‘The agenda 
for change model’. These include: ‘making the community your own’ (Wainer, Strasser, & 
Bryant, 2004); the work philosophy and structures; the healthcare approach and philosophy of 
doing slow medicine, including strategies for dealing with the implications of this alternative 
ways of practising; and enabling features of rural space for women-defined practice. 
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‘Making the community your own’ (Wainer et al . ,  2004) 
Making the community your own defines the extent to which women become part of the 
community and how this impacts on their contentment in rural practice. Settling into a rural town 
is experienced differently by women’s connections to place (including rural/urban background, 
people, lifestyle and space), and the extent to which they make the community their own (Wainer 
et al., 2004). Core components of an enabling discourse for women in rural areas centre on their 
connections with being near the familiar; the values of country life; being attuned with the 
rhythms of local community life; and getting involved in the community. These four themes, I 
now turn to.  
 
Near the familiar 
Women’s location in a rural area was linked to place connections, in a number of ways. Family is 
a key factor. For more than half (nine) of the women their family or their partner’s family are 
established in the region, including partner’s having local employment, which enabled women to 
stay in the region. Furthermore, three women commented that they settled family members in 
their rural town, which meant they brought the familiar to them. This is one example of women’s 
innovation to adjusting to rural living. Urban women preferred to be relatively close to families 
(two to three hour drive) in city locations.  
 
Another key factor relating to being near the familiar is earlier positive rural experiences and 
relationships with people in the town which shape their decisions to return to that place. All four 
women of rural origin returned to rural life and/or family ties. At a professional level, six women 
chose a “friendly” place where they had been a locum or completing rural training, and “like[d] 
the people and practice in theory [they were] going to work with” (Jeanette). Whilst on a previous 
placement, Jeanette had gained a “feel for the town”, met people at church, and had a positive 
experience working with supportive peers and friendly-GP specialists. Other women in part chose 
a place where their established referral networks could be easily contacted and because they knew 
the hospital system. The factors of being near the familiar suggest women are more likely to be 
content with their rural place and enable them to make it their own.    
 
The ‘values of country l ife’   
The ‘values of country life’ entail a sense of belonging by living in a community that is “caring 
and connected; being part of that community; “being away from the rush of the city ([which] 
always seem to be noisy, pressured and a bit on the impersonal side)”; the open space and beauty 
of a rural environment; the close geographic proximity of work, home and services to each other; 
and a safe and supportive environment for the GP and her family. These were positive features of 
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living rurally that are actively pursued by some women and appreciated by all women. All co-
researchers mentioned one or more of these elements. 
 
The sense of belonging created by local governing bodies such as hospital bureaucrats, divisions 
of general practice and local councils, as well as community members were important aspects of 
the rural town in making GPs feel welcome and accepted. This could be further extended in some 
cases to employ values of “flexibility, goodwill and negotiation” (Ruth). Further enabling factors 
suggested by the women include assistance in setting up and improving the practice services and 
orientation programs for the GP and her family (to set up house, and to provide other personal and 
social needs such as a “tried and true network” of childminders, adequate child-care services, 
domestic support, and getting to know people in the town). Some women cited the need to alter 
community understandings of the GP’s role from that of a super-doc to a doctor who desires a 
more balanced approach to life. Women’s initial experiences of settling into town highlight the 
importance of the community’s capacity to retain GPs by creating connections with the locals: 
 
Sue: I found the community very welcoming and supportive and I guess because I’d been here a couple of 
times [on locum work, so] I at least knew a few people. And I think one of the nurses had got married ... 
had a big party and that was probably the first weekend of me arriving ... and that was a good opportunity - 
I wasn’t on-call so I could let my hair down and meet a lot of people in a very short space [of time]. 
 
The “community’s welcome and supportive measures” (Han & Humphreys, 2005, p. 239) are 
valued by GPs and are important catalysts for community attachment. Poor relationships with key 
local figures (Hays, Veitch, Cheers, & Crossland, 1997; MacIsaac, Snowdon, Thompson, & 
Wilde, 2000) and the lack of integration into rural community life (Han & Humphreys, 2005) are 
reasons for GPs leaving rural practice. Therefore, ways to enhance the professional and personal 
supports within the community are important in the retention of GPs (Joyce, Veitch, & Crossland, 
2003). This includes giving the GP the opportunity to familiarise themselves with the local 
community (Joyce, Veitch, & Crossland, 2003), such as orientation programs, rural placements, 
working as a locum for the town or within the regional hospital. 
 
Everyone knows everything is an important aspect of the rural context discussed by over half the 
women. Whilst women newer to country living were adjusting to this phenomena, those women 
who were established in a rural area had an acceptance of this cultural occurrence and 
implemented personal strategies, enabling them to move beyond feelings of the loss of privacy 
and to focus on the positive values of country life. This suggests that exposure to and awareness 
of the culture of rural areas before moving there may be beneficial for adjustment. The personal 
strategies that women implement relate to:  
• getting involved; 
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• allowing self to be human and being prepared to be part of the community;  
• giving self opportunity to adjust to, belong to and appreciate community life by staying more 
than a year; and,  
• creating personal and professional boundaries such as using a maiden name for professional 
role, living in neighbouring town to keep roles separate, and relying on social support from 
family, work contacts and friendships in other places.  
 
Attuned to the rhythms of local community l ife 
Most women had a good understanding of people in their community, how they lived and things 
of importance to them and were therefore, ‘attuned to the rhythms of local community life’. 
Whilst one of two women, newer to rural living and rural practice, found the attitudes foreign 
such as “they know you and everything about” and “country people are racist”, most had “grown” 
to like the country living and found solace in their rural town. 
 
Di: The chap next door at the petrol station is here at seven. The shops up the street are open at four. So the 
town is alive. People go working in the fields early before light. Especially in the summer, they get up early 
and go, even in the winter. People go to bed really early, like eight o’clock, because they’re manual 
workers. And so if I come here early that’s good ... 
 
Jane: So I like my down to earth people that are here, that get on with life ... We’ve got a lot of people who 
are very community minded … So people will usually say, “If you want anything done, it’ll get done in 
[this town].” Because there’s people around who are prepared to do it. So it’s a good place to work.  
 
Katrina: To be a rural GP is to be part of the community: to know what’s going on in people’s lives a bit 
beyond – like when [the main food] festival is on around here. With [that on] you have to [harvest in] a 
certain time period. If you don’t get them in, they’re gone. And it was really important during that time to 
get people back to work as quickly as possible. … And I guess I saw a lot of stress, and wives who were 
really on edge, because they hadn’t seen their husbands for weeks and weeks. And to be a rural GP at that 
point in time, meant to understand that your community was going through a big stress and you really had 
to give people time, and to be able to say, “OK. We’ll delay it till after [the harvest]” – to put things off, 
and to be happy and confident in yourself to say, “Yep, that’s OK. No-one’s going to die if we don’t do 
that right now.” And that’s part of being a rural GP. To be able to recognise that things aren’t as available, 
as you want them to be.  
 
Green (2003) and others (Han & Humphreys, 2005) notes that understanding the nature of each 
community, including its local values, essential for health professionals moving to rural towns. 
The importance of this finding for retention is that where practitioners have this local community 
understanding, rural people are more likely to perceive the practitioner as attuned to the 
community and therefore, better able to be part of that community. In turn, positive community 
attitudes to the ‘attuned’ practitioner, will add to their feelings of being valued by that community.  
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‘Getting involved’   
Women made rural place their own by “getting involved.” Women, in doing so were challenging 
the dominant disabling discourse of medicine in terms of “keeping separate” from the community 
in order to maintain professional ethical distance from patients and retain “the need for privacy”. 
“Getting involved” provided women ways to be part of the community which reduces isolation, 
increases connections to that place and adds to the desire to stay within the community. Australian 
research by Joyce et al. (2003) and Hays et al. (2003) suggest the importance of the relationship 
between developing local personal and professional integration within a rural community and 
retention of GPs.  
 
Attitudes varied amongst the women interviewed to “getting involved”: so did community 
reactions vary to their involvement. To some extent rural origin, length of time within the town, 
multiple roles (such as wife, partner of community member, mother) added to the extent to which 
women “get involved”. There is a variety of ways women get involved at a social level within the 
community which stem from family, social and professional networks. Women indicated their 
participation in sporting clubs, music and performing arts groups, church functions, community 
social activities such as mother’s groups, and were members of local committees such as the 
childcare centre, hospital board and rural divisions of general practice.  
 
“Getting involved” was important to dissolve the perceived status barrier between the doctor and 
the community, and belonging to that community. This process involved women’s actions 
eclipsing the super-doc model of work, and allowing women to pursue a more balanced lifestyle. 
As such, “getting involved” is an agentic response within the enabling discourse of women-
defined rural practice, pushing conservative community attitudes beyond traditional power 
differentials to accepting them as “just one of the crowd” (Lena). Women, in various ways, 
indicated that the community accepting them as “just one of the crowd”, and themselves accepting 
the community, involves the development of mutual trust and reciprocal relationships. This was 
particularly so for women with no prior connection to the town. The need to develop strong ties 
and a sense of belonging is less likely to be significant for those women who have an “immediate 
network of family and friends” (Sue) in that area.  
 
The opportunity for women to gain access to community networks in ways other than the role of 
doctor further extends the capacity of women to move into community circles. For example, Sue 
discusses these advantages of courting a “local lad” and Fiona, in the role of parent, joined a “new 
mum’s group” including other women professionals who have met regularly for the last five 
years:  
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Fiona: It wasn’t until I had [my baby] that I developed all those friendships ... ‘cause we had a reason to be 
meeting through our kids. ... Before that it was really just people I knew through my husband ... and none 
of those were really close friends, so it did take a while. 
 
The discourse of “getting involved” enabled these women to develop relationships beyond their 
professional practice. Through assuming various identities women make multiple connections 
with their town that shifts their positioning from ‘the town doctor’ to “just another person”. 
Women’s actions therefore, reflect a new interpretation of being a rural GP – one that has a more 
blended approach to work and life (an occupational as opposed to vocational viewpoint). The 
ability of “getting involved,” with the community to a point in which the doctor “loses [their] 
tags” (Lena) was the point where women really connected with their community.  
 
Having grown up and moving around a number of country areas as a child, Sue has a good 
understanding of “finding ways to settling into new [rural] places.” She believes, “just being seen 
to be prepared to be involved,” and “getting involved” are vital to fitting into the rural context. 
One of her main objectives in mentoring students on rural placements is the induction into 
community life by staying at Sue’s home and being involved in the town’s social activities. The 
feedback she has received from the students is the realisation that “you can have a life and be a 
country GP”. 
 
Work colleagues are important part of developing social networks for GPs because of similar 
knowledge base; common work place and the opportunity to build social relationships. Whilst the 
narratives revealed the difficulty for most women GPs to find a balance between conflicting roles 
as doctor and being separate from the community “because everyone in the community is 
potentially a patient,” and “you just don’t know whether [community members] feel comfortable 
with you,” friendships within local medical networks were readily made particularly with the 
female staff. Therefore, the enabling factor here is that women GPs have an advantage in 
developing friendships in rural health care settings as their social networking base is greater, since 
their female peers dominate these occupations (ie. nurses and reception staff).  
 
Although many women found “getting involved” important, the dilemma was that this enabling 
practice goes against the professional ethics of patient-doctor relationships. Di had taken a more 
purist approach to the doctor-patient relationship, in that she had limited herself from social 
situations. She had to juggle judgement from peers and pressures to conform to community 
expectations of belonging and acceptance. Di explained: “I’ve tried to keep separate so I’m a good 
doctor for them”. The fragility of the balance was evident in response to the question of how she 
had filled this social gap. She had taken the advice of a rural GP colleague who had said: “You 
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can’t expect to get your personal life from the social ambience of your patients ... You’ve got to 
go somewhere else.” The only apparent solution was to commute to the capital city every second 
weekend, a six hour road trip, to visit family and friends, and do a Saturday morning clinic (in 
part to pay for travelling expenses).  
 
The interrelatedness of rural life (Smith, 2004) means clinical boundaries are difficult to adhere to 
and go against community expectations around notions of belonging, connectedness and trust 
(Dempsey, 1992). Rural women GPs had to weigh up the cost and make their own judgements 
about blurring boundaries between their social and professional roles. The need to be seen as a 
competent professional may be compromised by the desire to belong and be accepted. Due to the 
overlapping nature of social and professional ties, women struggled with the notion of ‘can 
patients be friends?’: “Where do you draw lines between who’s a patient, and is it appropriate or 
inappropriate to be having relationships with them” (Sue). A few women found this to be isolating 
because once the community/friends become patients the relationship changes: some were 
reluctant to see the doctor as just another community member. From the GP’s point of view, 
retaining confidentiality of patient information and being objective in the consultation is difficult 
when these boundaries are blurred. The perspective below illustrates this dilemma: 
 
Katrina: I went to a party on the weekend ... the mum of the girls whose party it was, came out onto the 
dance floor and I [said], “Have a dance?” And she said, “I just can’t dance with my doctor. I just can’t do 
it. ... And I’d never really thought about it before, and yeah, it is a bit isolating. 
 
Not withstanding these issues, some women developed strategies to deal with the quandary of 
“Can patients be friends?” One possible strategy is to keep geographically separate from the town 
in which one works and to establish a sense of community with the neighbouring town/regional 
centre in which one lives such that “I was able to separate the roles a bit,” and also “I kept my 
own name, so that when I was in my house-wife and mother role, I was Mrs. X [rather then Mrs. 
Doctor]” (Ruth). Another strategy is referring “close” friends to another GP (provided there is one 
available), especially for discussing and performing things of a more intimate nature. In smaller 
towns with few GPs, this strategy may be unrealistic. Sue, who was a small-town doctor, had the 
ability to disconnect the professional circumstance from the social one. She “suspects this is just 
me and my style,” and “people can relate to me as being just a person rather than just a doctor” 
which possibly renders the patient-as-friend dilemma, irrelevant.  
 
Sue: Whenever I’m at work, if I’m doing a smear on them, and having dinner with them the next night, I’ve 
usually forgotten that I’ve seen their fanny the day before. ... Whether people just sense that and feel 
comfortable with it, that I don’t think it’s a problem from the patients’ viewpoint. I’m not quite sure why 
some of my colleagues are sort of separate to the town rather than part of it. ... But I do feel very much part 
of [this town], and I think that I’m perceived in that light.  
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Integration into the community would perhaps be stronger if this strategy and others discussed in 
this section could be adopted by other GPs in rural areas. Women contest the dominant discourses 
of medical practice by “getting involved”. 
 
(Re)construction of practice: enabl ing work structures and phi losophy 
But when I moved [to another practice] – the thing I was looking for was people with a similar 
philosophy. … I think it’s very hard to work as a team, where you’ve got very different values. 
And maybe that’s one of the things which is causing the tensions, maybe women are coming with 
different values and maybe there needs to be compromise on both sides …  
(Women activist at the organisational level) 
 
Women (re)construct the practice by incorporating aspects of one’s self into the work philosophy 
and structures. An enabling space for women is identified as one that engenders women’s ways of 
knowing and doing within the work structures and values their approach and understandings of 
medical practice. Of particular importance in defining the discourses that women draw upon to 
(re)construct the practice are common values of respect, trust, equality and collaboration, and flat, 
flexible structures forming a more supportive work model and a better balance between work and 
life. An enabling culture was identified in practices where women participants join a practice 
(structure) in which the presence of female practitioners had collectively influenced work values 
and structures (agency). An enabling culture also developed where women personally 
implemented these elements (agency). This was achieved by setting up a practice on their own 
(going solo); inviting colleagues with similar values to join their practice (Wainer, Strasser, & 
Bryant, 2004); or making amends to individual workplace settings to make it more like their own 
values, inside practices with less compatible traits. These features are discussed in more detail 
below.  
 
Flat work model: Women-defined values of respect,  trust,  equality,  open 
communication 
The flat work model differs from the hierarchical structures common in traditional medical 
institutes. Instead women were constructing and reconstructing practices based on women-defined 
values of respect, trust, equality, open-communication, and a common purpose (Wainer et al., 
2004). The work philosophy of a number of practices which women set up themselves (Di, Kim, 
Jill, Jane) had carried through even in those practices that now employed three or more GPs 
working full-time and part-time (Di, Kim, Jill). Examples of these features of a flat work model 
are given below.  
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Women saw themselves as part of a collaborative team with colleagues and patients rather than 
‘superior’ in some ways due to their status as a principal in the practice or doctor in the 
community. This egalitarian-type relationship was perhaps peculiar to women’s value system: 
 
Di: Well it is one of equality. And it’s equality to the staff. And I think I only need to describe [that way of] 
working in one word and that is: Respect. And that’s what the staff wants from the doctor…and that’s what 
the patients want, and that’s what the doctors want.  
Lena: But it’s not like [it] used to be where everyone would bow and scrape to the doctor, and if they said, 
“Jump this way,” you would. It’s not like that anymore. It’s a partnership now with everybody. And it’s 
pretty casual, like everyone calls me by their first name and I call them by their first name. ... That’s a bit of 
a contrast [to the regional town close by]. The doctors there are Dr. This and Dr. That to most of their 
patients and the receptionist[s].  ... No it’s not my thing really.  
 
Katrina describes that underlying the positive professional relationship she has with the practice 
nurses is the values of mutual respect; trust and friendship; and the similar aim of “caring” for 
patients – a reflexive rather than neutral way of practice (Beagan, 2000): 
 
Katrina: The practice nurses that I’m working with, I’m really close to. I think it’s just ‘cause they’re 
female and they’re young. And they care for their patients. They are really involved with them and they 
know what’s going on. And they’re really enthusiastic about doing things. So if you ask them to do an 
ECG, or [a] lumps and bumps test, “Yes love to. ... Can I help you do anything else?” They’re really 
enthusiastic and keen and “We’ll catch up with you for coffee”; and “We’ll meet you here.” ... They’re 
really good. They’re good fun to be around.  
 
Jeanette talks about the difference of her women-defined practice philosophy in contrast to a 
practice driven by time and business profits which sits squarely within dominant discourses of 
medical practice. Jeanette describes a slow medicine philosophy which involves the empathic 
approach of patient-centred care (Haidet et al., 2002): 
 
Jeanette: So I don’t want to mean all blokes are like that, but I just see that ... gradually people gravitate to 
you if they like your style, and your involvement with them, that’s how you get a faithful following, sort of 
everywhere you go. ... So I often have people who wander in from some of the one stick towns ... they 
come because they want that approach. ... I have some people who say, “Look I just have a cold, I need a 
quick thing, I’ll go to one of them. But when I have my emotional stuff, or I want to talk I’ll come to you, 
‘cause I know I can talk to you.”  
 
Another important area relating to a flat work model is that women seek out social and 
professional support from other women GPs and those women in allied health professions. This 
common understanding stemmed from their similarity in practice style, patient profiles and the 
concerns of being a woman and the associated multiple roles. Therefore, women found solace in 
talking to other women about (complex) patient issues and personal issues. This type of 
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networking is a recommendation put forward by various policies (ACRRM, , 1997; FRDWG, , 
2003; GPPAC Female Rural GP Work Party, 2002) on women in rural practice and therefore, 
reflects the importance of this support in making rural practice more sustainable for women. 
Communication in the practice enabled women to cope with the demands of difficult patients, and 
as a moral or emotional support for personal and professional issues. This social and professional 
networking, in particular, occurred among women in the practice – whether administration staff, 
nurses, colleagues or other allied health professionals. For example, the ‘working partnership’ 
between visiting female specialists and women GPs serve two functions: one is for clinical 
support, and the other is for personal and moral support: 
 
Lena: And one of our visiting psychiatrists  ... is very good just to yak to occasionally. I mean I often  ...  
ring her up about a patient [or] if you just need a bit of a yak you can just grizzle to her and she’s quite 
good in that respect. So I mean I don’t know that that’s her role particularly but she seems to quite OK with 
you grizzling and moaning about whatever’s happening. ... She’s supportive in that sense as well. 
 
Existing research suggests networks of this kind could be an important retention factor salient to 
the needs of female rural GPs (Doyle, 2003; Joyce, Veitch, & Crossland, 2003; Tolhurst, Bell, 
Baker, Talbot, & Cleasby, 1997). Other women had close personal female friends (some were 
locals, others were contacted via phone) who are confidants (Sam, Irene, Jeanette, Lena, Sue, 
Fiona, Jill). 
 
Some women job-share patients (Katrina, Kirsten, Fiona) or would have liked to employ a part-
time female GP to share this ‘female’ patient-load (Kim, Sue). Some of the women, who initially 
set up practice for themselves, now employ women doctors. Tolhurst and Lippert’s (2003) study 
of Australian female rural GPs identified that working with another female GP enabled them to 
have a greater variety of patients and better share of acute cases. In addition, this study found the 
importance of personal support amongst women GPs within rural general practices which enables 
them to have additional support at work and on a social basis – with like-values.  
 
Fiona: One of them is a good friend of mine who works a couple of sessions a week and she’s a mum with 
three kids, as well. ... She moved to [this town] about three years ago and we’ve become really good 
friends. I guess because we’ve got a lot in common. So we’re probably a good support for each other. 
We’re similar and that sort of thing ... But we have a couple of shared patients, and we meet a lot socially 
and often on most occasions we might talk about difficult patients we might have had or the one’s we’ve 
both seen - what’s happening with them.  
 
Whilst the following young GP was questioned by male colleagues for running late, and 
commented that they were always able to leave work on time, she felt “it would be nice if they 
could recognise that I’m having difficulty and take on a couple of patients that are still waiting 
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around at six o’clock to be seen”. This team approach to care for colleagues was evident in the 
following remarks about a female GP colleague in her practice, in a situation where she felt 
“overtired”, “overworked” and “rushed”:  
 
Katrina: And I was getting to the point, which I’ve only got to a couple of times in my life, where you start 
hating patients. …And I knew it was happening. And one of the [female] GPs had this big block of time 
where she could help me out…it just made such a difference to my afternoon. Not keeping people waiting 
for a long time; and being able to move on - knowing it’s OK…. And the practice nurses do the same thing. 
Like they know when things are going bad….they don’t mind taking a bit of load off...They’re really good 
to me. 
 
Monthly meetings in one of the female principal practices gave the opportunity for administration 
staff and doctors to be involved in decision making in a collaborative way rather than just a “this 
is how it is” practice philosophy (Jill). This was done because previously the practice had been 
all-women and as it had expanded to employ two male doctors, conflicts occurred with their 
different philosophies: 
 
Jill: So I bought [this building] and we both ran the practice and there were all women. And it worked out 
pretty well. ... But then we got two male doctors [and] how they treat their reception staff really started to 
come out ... [They] sometimes treat them not in a very nice way. So we have to have these meetings to 
keep the lines of communication open, and ... remind them that their staff are people who have certain 
needs ... it’s not just all about money. It’s about ... how we have to recognise the quality of what they do, 
which is really valuable and they have to also recognise the stressors that we’re under. So that’s why we 
had these meetings just to try and get some mutual ground happening.  
 
Where GPs have mutual respect and the same values as their own, there is more support and 
connection, and less conflict. Where respect and equality is lacking difficulties may arise, for 
example, in “getting the right balance and negotiating workplace” conditions (Sue). 
(Re)constructing the rural practice with the values of mutual respect, equality, trust, collaborative 
relationships, and having a shared goal (Wainer, 2004), is likely to assist in the retention of female 
GPs to rural areas.  
 
Collaborative work model: The rural healthcare family  
The opportunity to be part of the rural ‘medical family’ was valued by the women GPs. 
Women appreciated the supportive network encompassing the wider rural health community 
including specialists, neighbouring GPs and hospital staff and closer networks within the practice 
– administrative staff, colleagues, practice nurses and allied health practitioners. Respect on all 
levels between the women GPs and other rural health professionals was a recurring theme, 
indicative of their personal philosophy and characteristic of the rural health care family that is 
generally close-knit, respectful and supportive of one another (Smith, 2004).  
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Being part of the rural healthcare family is not about taking over patient-care, or encroaching on 
another’s territory and therefore, reducing the role of rural practitioners to referral GPs, but rather 
sustaining the rural practice and sustaining the healthcare provided to patients. Lena’s story is 
illustrative of the notion of the rural medical family pulling together at a time of crisis. She 
reflects on the “hugely supportive” district-wide doctors, when the only other GP (and her only 
colleague) ‘left’ the two-doctor town: 
 
Lena: [One of the other doctors in the district said:] “What can we do to help you out? How can [our 
neighbouring] clinic help you?” And he even said, “Would you like to become a subsidiary of [our] clinic? 
I mean that’s another way we could offer you assistance” and all that sort of stuff. I mean they didn’t want 
to take over because they were mercenary or power hungry, they were just looking at ways of trying to 
keep it going because they didn’t really want me to leave. Because they figured that well that’s an extra 
burden on them, and it’s better for the town to have its own doctor. So most of those guys are pretty 
supportive ... so I’ve developed a pretty good relationship with two particular GPs that back me for 
obstetrics.  
 
This model reflects one of integration, or co-ordinated care, working as part of a multidisciplinary 
team. This is more about genuine support and advice to keep the practice going and help the GPs 
to solve their patient’s problems locally. Preserving the scope of practice and extended nature of 
care was important for GPs. Therefore, specialists “adopt the role of ‘consultant,’ which includes 
mentoring, teaching, advising and supporting existing practitioners, plus coordinating the care 
with [practitioners]” (Office of Rural Health, 2001, p. 2). 
 
Irene: [Specialists] were always very helpful, very polite, I never had anyone say, “Stop annoying me.” I 
think they understand that that’s part of their service that they provide a certain amount of consultations to 
[rural] GPs. 
 
The data revealed respect and reciprocity amongst the medical family from relationships with 
specialists that gave them greater autonomy and scope of practice, and neighbouring GPs that 
made rural practice more sustainable. There was a mutual respect amongst specialists and women 
GPs. “Excellent relationships with the local GPs” (Office of Rural Health, 2001, p. 4) have been 
reported by rural specialists as one of the attractions of rural practice. Having access to specialist 
support via phone, and at the nearest hospital was important in supporting women in their 
procedural work, doing a broad scope of general practice and for professional guidance in patient 
diagnosis.  In the following perspective, Jeanette talked of the positive relationships with 
specialists, unique to a rural environment, and the shattering news that the town’s surgeons were 
resigning (due to conflicts with the local health bureaucracy), leaving the town with “no surgical 
service”. In contrast to urban practice, she says that having “GP peer support and friendly, GP-
positive specialists” is a “very big drawcard” for her in joining a rural practice, enabling her to 
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have back-up support for caesareans so that “you could do as much as you were comfortable 
with”. Jeanette recalled the farewell party which reveals the close rural medical family 
connections within the local community: 
 
So it’s telling when I said goodbye to this general surgeon who’s been here longer than I have and he was 
in our practice before he moved out. Ah, tears in his eyes, and shook my hand and hugged me and said, 
“Thanks for your skills.” Now how often do you get that, from a general surgeon except if they’ve been 
reliant on you and you on them and it only happens in the country. And I thought that [statement is telling] 
– has a lot in that statement about – and this is what the bureaucrats just failed to understand. To them a 
doctor is a doctor and you replace one with one and that’s the same. But it surely ain’t. And these guys, I 
mean he was thanking me for my skills, but ‘Gaw!’. They were doing so many things that most surgeons 
now don’t even dare to do, because they specialise in one area. ... I guess that’s how close it gets in the 
country as far as relationships go. ... here it’s very much a community, family-type thing.  
 
Due to the generalist nature of rural practice, and the scope of practice, moving into the more 
psychosocial areas of health care, women found the interdisciplinary health teams vital to their 
work. For example, the role of specialists, practice nurses, community health nurses, visiting 
counsellors, psychologists, trainee doctors are pertinent to managing workloads, providing moral, 
clinical and on-call support. As such, “We just all work as a team” (Jeanette). Below is an 
example of the rural health team within the community:  
 
Kirsten: I’m just so impressed with all the service providers in this town. They just are so caring. They 
have the patients’ best interest at heart. I’ve got a diabetes educator who knows more about diabetes than 
anybody I’ve ever met. ... And a dietician who fits people in whenever you ring and say, “I need this person 
to be seen urgently” she just fits them in. And the community health centre takes everybody on walking 
groups all week, and just really tries to do all the health promotion, health preventative type stuff. Just 
incredibly motivated, caring people. ... There’s never any feeling like this person’s doing this in order to 
take over the care of this patient. They are doing whatever they’re doing because they think it’s the best 
thing for the patient. And they’ll do it in co-operation with us, as much as they possibly can.  
 
Research by Blue and Fitzgerald (2002) on nurse-doctor relations in four Australian rural towns 
show relationships are “co-dependent ones in which neither rural nurse nor GP could operate 
successfully without the other” (p. 321). This was exemplified here, overall by the equality, 
respect and appreciation of the practice, community and hospital nurses for their skills, for 
example, by decreasing GPs’ workloads in being first on-call (ie. nurse triage) and visiting 
patients in their homes. The role of reception staff was very important as ‘the gate-keepers’ to the 
practice and their work highly commended by some of the women:  
 
Jill: We’ve got fantastic reception staff ... And they really care about doing their jobs well. ... They make 
your life so much easier; they protect you from certain insults; and they just facilitate heaps of things. 
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Professional support within the practice included running clinical meetings or “corridor 
debriefings”, job-sharing patients, and job-sharing on-call. Women felt it was important to discuss 
difficult patients, share experiences, and keep abreast of health information in team meetings. 
These supportive structures, where in place, are preferred by women. This lessens the pressure 
associated with for example, on-call, making it “more manageable” and adding to self-
preservation.  
 
Fiona: There’s about eight of us and we all get along, pretty well. [We] help each other out. We mix a little 
bit socially I suppose, but it’s mainly just at work. We ask each other advice and when we’re on-call on the 
weekend there’s two people on, so we sort of work together in that way. …And I think everyone respects 
each other’s abilities and opinions, yeah I just think we work as a good team.  
 
Being part of the rural medical family involved both social and professional networking 
opportunities, thus reducing feelings of isolation often associated with rural practice (Tolhurst & 
Lippert, 2003). A number of the women (at least three) in this study were involved in local 
support programs for GPs in terms of providing (mental health) counselling and mentoring. 
Women reported a range of opportunities they had for “informal interaction with their GP 
colleagues” (Joyce et al., 2003, p. 11). Women enjoyed the events organised by their local 
division of general practice with other GPs and their families. Two women were involved in local 
women GP groups. Other events such as information evenings, divisional meetings and 
educational forums were also times for socialising with GPs in the region and gaining important 
collegial support.  
 
A supportive work model:  Flexibility and balancing  
Flexibil i ty 
An enabling culture for women included flexibility as part of the practice philosophy that made 
women feel valued and gave recognition for a balanced approach to life that includes “trying to 
provide good quality care to patients, yet having a reasonable lifestyle for the doctors” (Jeanette). 
This is the personal if not the business philosophy of most practices, particularly where a number 
of women are present in the work structures. Some practices are particularly adaptable to meeting 
the individual needs of the women doctors. Women with young children at the time when they 
joined the practice had successfully negotiated their preferred work hours. Wainer et al. (2004) 
suggests that having children is seen as a legitimate reason to pursue flexible work conditions. 
The women who worked in group practices with a number of female GPs, considered their 
workplace as flexible. Features include providing family-friendly work arrangements such as part-
time work, reduction in on-call responsibilities, maternity leave, flexibility to change days at work 
(eg. to look after sick children or attend school sports days), and having flexibility in partnership 
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positions to accommodate individual circumstances, including ageing GPs, working mothers and 
two-doctor families. The attitude of staff and work colleagues in understanding the complexity of 
women’s lives and “the subsequent need for flexibility” (Wainer, 2004b, p. 52) is also significant. 
Wainer (2004b) suggests that when female rural doctors are “recognised as women as well as 
doctors” (p. 52) flexibility will become the basis for future workforce planning. Such flexible 
features are identified in the national and Australian state-wide surveys (Doyle, 2003; Tolhurst & 
Lippert, 2003). The following quotes are significant in that they highlight important values and 
models of work that appeal to female GPs, but are not necessarily in place in the greater majority 
of rural practices: 
 
Di: When I talk to Dr [X], I’ll say, “I’ll see you there tonight, if you’re there.” And I don’t want her to feel 
I’m senior to her, and I’m pressuring her. And the same even with her workload, she’s got children and I 
said, “Take whatever holidays you need to. If you’re sick don’t come.” Same with the staff, “If you’re sick 
don’t come.” There are four-overlapping part-timers and they organise with each other if they want to go 
on holidays, if they’ve got family commitments. And if nobody can come, they ring the agency to come 
and to find a [locum]. So there’s never any intrusion on people’s lives by an obligation to work here.  
 
Whilst this all-women practice has access to locums, which added to the extent of flexibility in the 
practice, the relevant literature recommends increased funding for (female) locum services 
(Doyle, 2003; White & Fergusson, 2001). Studies of Australian female rural GPs (Doyle, 2003; 
Wainer, 2001; White and Fergusson, 2001; Tolhurst & Lippert, 2003) identified the need for a 
change in attitudes to female medical practitioners. Kirsten reported how beneficial the supportive 
attitudes and behaviours of male colleagues and staff are as a recruitment strategy:  
 
What features of your practice do you think would attract female GPs?  
Kirsten: I think the fact that there are already part-time female GPs there ... [and] we have very supportive 
male colleagues. They are very accepting of the fact that we need to work part-time ... and there’ll be times 
when we’ll have to be at home with sick children etcetera. And they really are very warm and welcoming. 
We’ve just got great staff. We’ve got a great practice manager who really tries very hard to work the rosters 
for the female GPs so that they can have regular days and that sort of thing. Yeah, I think that they have 
really made an effort and they’re really aware of the contribution we make to the practice. And that comes 
across ... when you meet them.  
 
In group practices, where GPs work full-time and part-time, there was an understanding that 
flexibility is more sustainable, and thus reduced feelings of guilt for ‘not working enough.’ This 
flexibility was not universal though. Where it was not evident as a practice philosophy, the GPs 
themselves (Sam, Irene, Sue, Jill) made active decisions to develop their own flexible work 
structures. Two women worked in two-doctor practices with a “this is the way it is” approach. 
The other (male) GPs were committed to the super-doc model of practice. Clearly the super-docs 
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shaped and controlled the way the practice was run, however, within these limitations, the women 
structured their practice in their own way including limits and balancing aspects of their lives.  
 
Sam: Well the other doctor sees about eight to ten an hour. And I made a point of saying, “I only want to 
see four an hour,” which I think is completely fair.  
 
Sue: So even though we’re equal partners, our styles are different, and he’s always going to be the sort of 
senior partner. But over the eight years we’ve sort of found ways of doing things our own way.  
 
In actual fact, working with a super-doc eased the on-call and after-hours loads as the male GPs 
were satisfied and intent to take on more than half of the responsibility. Sue is aiming to change 
the residing ‘super-doc’ philosophy of the two-doctor practice. It has proven difficult as her 
workaholic partner is impartial to her aims to network with other rural practices and to increase 
the number of doctors working in the town: 
 
Sue: [Q]uite a lot of GPs that do solo practice do so because they don’t like someone peering over their 
shoulder and they quite like being master of their domain. I think [my practice partner] had been quite 
insular and insulated and hadn’t had a lot to do with the practices around [here]. ...  Like he’s not really old-
school by any means ...  but probably more older in his mindset. ... I mean his networking prior to me 
coming here I think was a lot more limited. So I guess Divisions help promote [networking] and ... I’ve 
happily got involved at that level.  
 
When asked about the practice philosophy she saw that her values were different from his:  
 
I’m kind of working on changing the [work ethic] to sustain my lifestyle…[he] openly acknowledges that 
he doesn’t have a life, that he is a workaholic and wouldn’t know what to do with a life, if he had a life - 
which to me is really quite sad.  
 
In order to sustain her lifestyle, a further part of Sue’s strategy is to recruit a female registrar to 
take some of the load off her. Whilst the super-doc model would sustain a small town with a 
minimum number of doctors, what some women highlight is the need to increase the number of 
doctors per population to reduce workloads (Worley, 2004) to enable them to shift away from the 
masculinist discourse of overwork (Sue), indeed Tolhurst and Lippert (2003) found larger group 
practices are more attractive to women for this reason.  
 
Kirsten: Now that we’ve got another female assistant, we’re going to go to one in eight weekends [on-call]. 
... It’s really good. I know we’re incredibly lucky with the set-up we’ve got and the number of doctors 
we’ve got at the practice.  
 
Jeanette: (What does that entail, having a reasonable lifestyle for the doctors?) Like the fact that we 
decided to make the clinic bigger [in terms of recruitment of GPs]. ... Certainly we’ve had a large focus on 
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training. … I’ve encouraged that because A: They’re extra hands on deck.  B: They keep us on the ball. C: 
Once they’ve experienced life in the country they want to come back.  
 
Increasing the number of doctors per town are supportive work structures for women reducing the 
on-call pressures and workloads. In general, female GP studies emphasise that the amount of 
after-hours and on-call work is a particular stressor for women (Doyle, 2003; Roach, 2002; White 
& Fergusson, 2001), particularly with family responsibilities (Wainer, 2001). This research 
identified that where more sustainable strategies had been put in place, women found workloads 
“more manageable”. This included: job-sharing on-call; participating in rosters less often by 
collaborating with neighbouring practices or towns; having an adequate nurse triage or 
experienced nurses at emergency department so that GPs called only in genuine emergency rather 
than for every case; having a well organised system or ‘predictable roster’ to organise yearly 
calendar (including professional development, weekends and time-off with family); ensuring 
doctors not on-call have time “completely off”; and having an acute back-up service such as 
retrieval teams or local teams of specialists/surgeons. Women found back-up support, with a 
second on-call doctor particularly advantageous, “just to know someone else is there” (Kirsten). 
 
Accessible professional development and divisional meetings via teleconference enable women to 
be involved in such events from home – incorporating family and home life with work. Other 
more flexible modes included self-directed learning CPD activities, which could be completed in 
one’s own time. One GP networked with a group of female GPs in the district, combining a social 
occasion with accredited CPD meetings.  
 
Balancing 
Women identified various ways of reducing hours and workloads in both the domestic and the 
practice spheres to achieve a sense of balance. Some women discovered about how to balance 
their lives as rural GPs by networking with rural GP peers to “get a feel for how people manage 
their lives” (Sue), and talking with a confidant to reprioritise own values about work (Irene). 
Geographic proximity of hospital/practice, home, school and childcare in a rural setting was seen 
to be advantageous, as less travelling time was involved. Furthermore, some women enjoyed 
working for themselves in a practice adjoined to their house, in particular for the period of their 
lives when combining home and work life is necessary. Strategies identified in the case studies to 
reduce professional stress and workloads include: networking with a neighbouring GP; increasing 
practice staff or working in a group practice with other women; asking the local division or 
medical associations for administrative support; employing a skilled practice manager and 
practice nurse; and as a principle delegating work responsibilities to other staff members rather 
than carrying the full burden.  
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In the home setting, women reduced workloads by being organised; employing domestic 
assistance such as house cleaner, gardener, or live-in nanny; accepting help from the community; 
and living close to family for added childcare support. The issue of role conflict, the importance 
of mothering, and childcare, is emphasised in this and other studies, and the lack of childcare 
places is well noted (Doyle, 2003; Ozolins et al., 2001; Wainer, 2001). Ruth suggests that doing 
locum or casual work such as the women’s health session enables one “to keep sufficiently in 
touch” with medical skills and knowledge during childbearing years. In addition, multi-tasking 
allowed women to combine work and life spheres; for example, by teleconferencing meetings 
from home. 
 
Establishing priorities and setting boundaries on personal and professional life were important for 
women in balancing. This was noticeable in their attitudes, decisions and actions they took. In the 
practice, for example, women set limits on patient bookings; employed additional staff; and kept 
work issues separate from home life. Setting these limits did not mean women lacked 
commitment, it was quite the opposite. As a rural GP, the sense of commitment was ever-present, 
but what is different for these women, in that they were moving beyond the ethos of overwork and 
creating more sustainable structures. Sue discusses the need to set limits on her practice and how 
she retains the meaning of general practice for her: 
 
I think you need to have some sense of [the job] being more than, “I’m rocking up and doing this ‘cause 
I’m getting paid to do it” ... but having said that, ‘I work to live, I don’t live to work.”  Even though ... I 
could never see me pulling the pin, and no longer working as a country GP, I could see me trying to make 
some changes such that I made it that I did have a bit more time off and partly taking on the trainee is 
working towards that. ... Find someone that we like, and they like us, and that they’ll come back and end up 
working with us.  
 
Sue and a number of other women highlight that a personal attitude which reflects a healthy 
outlook on work and life is important for then living out that model. In broader terms, if the 
culture underpinning rural general practice would value self-preservation rather than overwork 
this would perhaps assist sustainability factors. Balancing was seen as important in their lives to 
sustain positive feelings and to “have joy in life”, to prevent burnout and reduce exhaustion, and 
in turn be able to sustain a role as a doctor for their rural community. This included: giving self 
permission to look after self, to relax and have me-time; to have time-off with partner, family and 
friends; and to pursue non-medical interests. The emotional support of a “good marriage” and a 
“confidant” were also “enormously powerful” ways of reducing a sense of isolation (Joyce, et al., 
2003; Tolhurst & Lippert, 2003) and gaining an outside perspective. In particular, Beagan (2000) 
found that connections with non-medical people and activities are “crucial sources of stability and 
balance” (p. 1257). Examples from the data in balancing a personal and professional life are 
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depicted in tabular form in Appendix B. The examples as a whole provide strategies in which to 
improve the rural women GPs’ quality of life on a personal level, and therefore are important 
retention strategies that are both immediate and achievable.  
 
Women-defined healthcare approach and phi losophy 
...what some people would call the soft stuff like the counselling and the women’s health and 
those sort of things -  I think a woman would very much more see that as part of the core of 
what being a healer is. Whereas the guys … they’re seeing the sort of much more dramatic life 
saving stuff. … I don’t think the women were saying, “Well all that stuff that you are doing is 
not of any value.” They just want to work differently and maybe contribute differently.  So its 
maybe that the men and the women have a different sort of a view of what being a healer is … 
(Activist and general practitioner, organisational level) 
 
Slow medicine moves beyond the dominant frames of being a doctor and into a new space, where 
new meanings are created out of imposed ones. Pringle (1998) suggests that “as women 
accumulate cultural and symbolic capital they are positioned to create new visions of how 
medicine should be practised” (p. 220). The case studies provide powerful evidence that women 
“already talk about medicine in ways that differ from the conventional masculine approaches” 
(Pringle, 1998, p. 221). In these alternative medical dimensions of time and space, women solicit 
and specifically address underlying key concerns of the patient through the giving of time (all 
case studies). “creating a comfortable listening environment” (Jane), using a “conversationalist 
style” of practice (Jeanette), and applying those work philosophy values discussed earlier of trust, 
respect, equality, collaboration and communication in their care of patients. To achieve effective 
patient outcomes, the value of compassionate and empathetic two-way communication is central 
to help the patient openly and fully share their story that is of key concern (Connelly, 2005; 
Teutsch, 2003). For example, Di receives an unexpected visit from a local, after clinical sessions 
had closed one night: 
 
I said, “Look it’s OK, get on the bed, I’ll do my [study] another time.” And it was fabulous, because she 
was able to tell me all her sad stories. She’d been retrenched, it was her birthday today, something else was 
wrong ... I mean she wouldn’t have got that sort of emotional catharsis in hospital. ... [and patients] give me 
an appreciation of their lives.  
 
‘Slowness’ in the sense of practising medicine is a virtue, that allows for one to make careful 
observation, consideration and interpretation. Here the art of medicine is more significant than 
having medical know-how. It is about connecting with the patient by appreciating and 
understanding the patient’s perspective and emotions surrounding illness and viewing the 
presenting symptom within in the context of the whole person (Connelly, 2005). This moves 
beyond the biomedical into the biopsychosocial paradigm of health care. For without connection 
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to the patient – that is relationship-centred care (Goleman, 1996, p. 183) – there is no meaning. 
Current medical literature increasingly highlights that improvements in patient-doctor 
communication can have beneficial effects on health outcomes (Irving & Dickson, 2004; Teutsch, 
2003). Various authors discuss ways to restore empathy and humanistic attitudes to the doctor-
patient relationship, which is lacking historically in medicine that is characterised by a more 
paternalistic, detached and objective approach to health care (Teutsch, 2003). Fast-medicine 
includes this latter, disease- or doctor-centred approach meaning that “the doctor knows best” and 
therefore, the doctor decides what should be done for the patient. Here the doctor’s orientation is 
towards paternalistic attitudes, is less attuned to psychosocial issues (Haidet et al., 2002; Teutsch, 
2003) and with more involvement with the business economics and technology of medical 
practice (Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March). Patient-centred care is 
defined as empathic, egalitarian and whole-person oriented, being more sensitive and responsive 
to the needs of the individual (Haidet et al., 2002; Irving & Dickson, 2004). In this research, 
patient-centred care is a core component of slow medicine.  
 
Through analysis of the women’s narratives, a conceptual image emerged of the ways women 
practise medicine in contrast to some of their male collegues, and to the dominant male model of 
practice taught in medical school and training. These marked differences in health care 
approaches are significant in relation to characteristics that are part of an enabling culture for 
these rural women GPs. The fast /slow medicine frameworks depicted in Figure 6 illustrates the 
“essentialist discourses” women use in their work and in describing the differences in the way 
they work compared to a male model. The left column lists the main features of ‘slow medicine’ – 
which is a women-defined approach to health care and draws upon the significant commonalities 
amongst women’s narratives in this study. The column on the right displays properties of ‘fast 
medicine’ which are those traditional masculine practice patterns and values that are contested by 
women. It is acknowledged that the differences amongst men and women are not homogeneous. 
Indeed not all male GPs work within a ‘fast medicine’ approach, and similarly, not all female GPs 
wish to work within a holistic model. In relation to ‘The agenda for change model’, women move 
from fitting in (stage one) within dominant frames of practise towards an enabling culture, where 
women endorse the practice of ‘slow medicine’ – a key property of stage four.  
 
The practice of slow medicine  
The following examples from the data illustrate the aspects of slow medicine defined in figure 6.  
 
Ruth: … what people need most of the time is somebody to listen to them and help them get a good life. 
You know that’s what people need most of the time. They don’t need a super-doc most of the time. 
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Figure 6: Features of slow medicine and fast medicine defined by the women’s remarks 
 
The women GPs explained that women do practise fast medicine such as ‘quick scripts’ and 
procedural medicine, however, the vast proportion of women’s practice was attune to the 
philosophy of slow medicine, where consultations would generally go for fifteen to forty minutes.  
 
To meet the true needs of patients, to discover the underlying cause rather than prescribe at a 
‘superficial level’, Di explains how the art of listening, open communication and personal 
knowing is integral to facilitating this pathway and important in women-defined practice: 
 
Women doctors traditionally go longer. And I used to work fast medicine: In the door, presenting 
symptom, assessment, quick script, out the door and I don’t want to hear what comes afterwards because 
that takes longer. ... one finds that fast through-put medicine has got a very important place – either in 
multi-doctor clinics or in emergency departments where a person is bleeding, needs to be stitched, 
“Goodbye” ... and keep the line moving. I can work that way, but in general practice, one’s job is to follow-
up and to look for underlining causes, so I usually allow twenty, forty minutes for an appointment.  
 
Many, if not all of the GPs, indicated that in comparison to male GPs they had longer 
consultations. The reasons why was summed up by this remark: “I don’t know whether it’s the 
type of patients you attract or whether it’s the way you practise medicine, but I suspect it’s an 
element of both of them” (Lena). Women recognised that they were responding to particular 
demands from women patients to cover women’s health and from the practice to cover the female 
load, known as the “tears and smears” (Pringle, 1998). Also patients’ expectations of female GPs 
are that their time is not as valued – “they don’t see that we’re pressed for time” (Katrina); and 
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that women GPs are better listeners or will “be able to communicate more freely”(Di); and 
“achieve respect” (Di); so patients will present their “list” of problems to the GP or feel the 
environment is safe to vent their emotional concerns to the female GP. These practice patterns 
related to gender are well documented in the literature (Zaharias, Piterman, & Liddell, 2004). 
Many women found it difficult “agenda setting” patient problems (particularly those that came 
with lists) and terminating consultations to keep within fifteen minute time slot. Women felt 
guilty about not giving patients enough time to share their story, in return for the length of time 
(up to six weeks) patients wait for an appointment and “particularly when somebody’s travelled a 
long way to see you. You just think, ‘Oh I can’t tell you: Sorry come back in a week. I can’t do 
that to you’” (Katrina). As a consequence women let the patients “have their say” (Lena), and 
whilst women run late, this improves patient satisfaction and ultimately health outcomes:  
 
Lena: So as a consequence you just run…further and further and further behind. But the only thing about 
that is that if people know that OK if they have to wait six weeks to see you and then an hour, they know 
that when they come in, they will actually get to say what they have to say.  
 
Women did not want to “cut corners in people’s health” (Sam) by shortening consultations as: 
“You need to give people time, to relax enough to feel that they can discuss those things” 
(Jeanette).  
 
Kirsten: There’s no question in the way we do things. Like [women] tend to sit and listen for longer ... 
expect that we will deal with all the problems ... and we don’t want them to have to come back for each 
problem. We don’t want to put that demand on them. And the whole sort of aiming to please thing that I 
think it’s ingrained in us from a very early age. The sort of servitude, wanting to please philosophy – and 
the guys just don’t ... they definitely want to look after their patients well, they do a great job and ... I don’t 
actually think that the patients are cared for any less by the different styles, they’re just cared for 
differently.  
 
These values of female doctors, the giving of time, feeling listened to, and the feminine ethos of 
care and concern (Quadrio, 2001) are valued by patients, and the female GPs endorse this style of 
practice in response to meeting patient demands, but also because the women valued the depth of 
relationships they developed with patients including the emotional aspects of care. The 
“conversationalist style of practice” (Jeanette), captures the way women engage with patients, and 
embedded in this is the art of listening and empathy and a more qualitative rather than quantitative 
approach to gathering and interpreting the health concerns of individuals:  
 
Jeanette: We had a physician at the clinic there who used to see everybody for their blood pressure. And 
about ten years of treating blood pressure was on an eight by four card...it was like the date, the blood 
pressure written, repeat. ... And you look at my notes and this is why I take so long to write them up. You 
know I’ve written a paragraph because I’m visual and I just paint a little scenario that I can just click back 
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and remember that person later and where they’re at, because I build a picture as they talk to me about their 
problem.  
 
Women are intent on delivering patient-centred care. Significant features of delivering ‘slow 
medicine’ are interrelated with this type of care such as shared-decision making in patient-doctor 
encounters; preventative care; and patient education, empowerment and choice. Jill decided to do 
medicine because of her mother’s “torrid” experience of doctor-centred care. In contrast, she is 
committed to the values of patient-centred care: 
 
Jill: They gave her barbiturates and sedatives ... [But] they didn’t give her support ... They didn’t 
acknowledge that she had difficulties, they just said, “Take these and you’ll feel better.” And I thought that 
was very wrong, and so did she. And so I thought I’m never going to do that.  
 
Kirsten’s patients are involved in the process of writing notes and health care plans during the 
consultation. This process assists Kirsten to improve time efficiency but also serves a therapeutic 
function for the patient: “[they] are usually very interested to see that they’re complaint has been 
registered; that they are being listened to; and they can actually correct that [information]. And so 
I actually find that that’s quite good, for them to see the problem written down and see what the 
plan of management is” (Kirsten).  
 
Remarks reflecting patient empowerment included the following: 
 
Ruth: I think it’s important that we try to give the patients as much knowledge and power as we can to 
manage their own lives. 
 
Katrina: And [patients] don’t need to know every side effect but often they’re not as well informed as they 
could be, because [GPs in the practice] have rushed them through in the past. And I like people to be 
informed, that’s one of my big things.  
 
Much of female GPs’ work moved beyond the scope of general practice related to the biomedical 
paradigm, and into the realm of the biopsychosocial, where women did emotional work including 
counselling, (such as drought victims, suicidal patients, relationship breakdowns), emotional and 
mental wellbeing, dealing with legal matters such as work-cover and child custody, and family 
violence and social work:  
 
Jill: [T]hat the quality of what I see is a lot of long emotional, talky kind of stuff, or multiple problems – 
patients who come in with a list and they take a long time. Whereas the quality of what [the male GPs] see, 
is very short, sharp and sweet ... but you know at the end of the day, I’m like dragging myself out of there 
at six or seven. ... And then I’ve got to go the nursing home or something on the way home.  
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Kirsten: [W]e do actually get presented with things that are beyond our scope ... We don’t have any control 
over it. We’re not social workers, so we don’t even have access to the services necessarily ... So you just ... 
end up feeling a bit hopeless and helpless when somebody unloads all these problems, and there’s not 
really anything in there that you can do much about. ... But you know that it’s impacting on their mental 
health and probably in the end on their physical health. I think we often end up feeling quite stressed at the 
end of the day. 
 
In many cases, women felt powerless to assist patients in these complex areas and found it 
emotionally exhausting – as Jeanette remarks, “I get compassion fatigue, I know women do.” 
They lacked the skills-base from training in general practice; as such women GPs may go over the 
same ground, get “dragged down” by patients’ problems and need to find new strategies to deal 
with this. This includes knowing when to refer, referring on to allied health, establishing a 
supportive team of health workers, doing an advanced course in social aspects of healthcare, and 
developing stamina. Under the next heading, strategies are outlined that women have 
implemented to manage slow medicine. 
 
Women challenge dominant masculine measures of success (Pringle, 1998) related to number of 
patients seen, earning capacity or professional tenure, by defining success as subjective or 
‘personal’. For women in this study their meanings of success were related to delivering a service 
that meets the genuine needs of patients including listening to patients, getting to the underlying 
cause, giving patients the ability to make informed choices, and developing authentic, trusting and 
equal relationships. In this they find meaning. Women also believed being a GP was a privileged 
position involving reciprocity, respect and trust. They desire to know and understand patients’ 
lives and therefore, success for women was related to the connections with patients at the 
humanistic level: 
 
Ruth: I think it’s an enormous privilege to be allowed into people’s lives; to be part of people’s lives and 
sometimes help them make very important decisions regarding their life and their future. 
 
Sam: And I try to make everyone think they’re important. Sometimes it doesn’t work, but I try to make 
everyone feel that I’m really taking an interest in them.  
 
Irene: I’ve come to know [some patients] and understand them over a long period of time. ... may be helped 
see them through some of the trauma’s in their life, or a major health problem. ... [T]here is something 
fairly unique about the doctor-patient relationship. ... I suppose your knowledge of the person and your 
input into their health care and all that sort of stuff is really valued ... you enjoy a degree of confidence and 
trust. I’m also aware though, it’s a big responsibility that they’re putting their confidence in me I need to 
try the best I can for them. It’s a two way thing.  
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Strategies to support  the practice of slow medicine 
Women develop strategies to structure their practice in order that they can practise slow medicine 
so that it is more fulfilling rather than exhausting and unmanageable. Many of the strategies are 
interrelated and in general by using more than one strategy women are better able structure their 
rural practice to work for them. Due to the gender-specific context of women’s way of practising, 
this information is important as strategies that may be implemented at the individual level – thus 
are attainable for women currently in rural practice and those considering going rural. The 
strategies are presented below with some examples from the data. Appendix B depicts an 
expanded version of this information in tabular form. Through the data analysis process these 
strategies were found to be significant in the work lives of women as individuals. Whilst they are 
not presented in any particular order, they all relate to practising ‘slow medicine’ which is 
practised by all women in this research, and is therefore, relevant to all of these GPs.   
 
Cutting the number of patients per day compared to the generally accepted (male) model of 
medical time, is a strategy women may use to maintain the ethic of care of ‘slow medicine’: 
 
Di: And I couldn’t work any faster or any more superficially because I’d taken on this sort of style of 
workload, so I just said, “Cut. Cut to ten patients a day.”  
 
Jeanette: I have longer appointments, I see less people a day but that’s the way I work. And the people who 
come and see me want it to be that way.  
 
Tune-out from medical time to focus on the present patient, rather than rushing patients through, is 
another strategy that assists women GPs to maintain a slow practice style: 
 
Di: If I get a problem that I just need to tune out from the clock I do, because there’s enough time-span and 
my attitude is that if the patients [in the waiting room] can’t wait [to attend an appointment that is delayed] 
they have to rebook: rather than sending [the patient in the consultation] home with things.  
 
Develop stamina is a strategy that assists women to deal with a myriad of complex emotional 
patient concerns, and more generally, heavy workloads. Some of the women had found ways to 
(re)energise self between long consultations: 
 
Sue: I check my emails in-between ... I might be writing a newspaper article for ‘Family Doctor Week’ 
that’s coming up ... so it just gives me time to clear the brain in-between patients, particularly when it is 
full-on counselling stuff or [the] more personally draining stuff ... It’s quite nice to sort of take a bit of a 
breath in-between.  
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Jeanette: I recognise when I’m tense and I know how to unwind. And with self-hypnosis, within sort of a 
minute I can be completely [relaxed] ... I live on powernaps. I’m one of these people who can stick their 
head on a desk and wake up refreshed, and keep going for another six hours.   
 
Developing a booking schedule, firstly to maintain a variety of practice – a combination of short 
(simple/acute medicine) and long (more complex appointments) and secondly to make workloads 
more manageable, is a key strategy for women practicing slow medicine, which involves taking 
more time, and dealing with a majority of psychosocial problems. Jeanette finds that if patients 
are booked around three to four weeks in advance, “you get the chronic things, and people bring 
in their shopping lists”.  In order to get more variety in her practice and ease-up the intensity of 
the (emotional) workload, Jill has structured her days so she has more acute medicine: “What we 
do, is have about half the day set aside for [walk-ins]… So if you’re sick [for example, have a 
headache, gastroenteritis or sore throat] you will get that appointment on the day.” The other half-
day is booked with more psychosocial and chronic problems. Another strategy to make the 
booking schedule more manageable is to have patients double-book their appointments or to 
ensure the reception staff act as gatekeepers to control the workload and “double-book” 
appointments.  
 
Katrina: [Patients] don’t realise that there’s a fifteen minute slot, and they just have to then be seen again, 
which is a shame. And so I told a number of them to come back another day, and to book a longer 
appointment.  
 
Agenda setting with a follow-up appointment is a strategy relevant to women who are short on 
time due to a busy appointment schedule: 
 
Jill: What I do is, I say: “Tell me what’s the most important thing for you, and we’ll probably only have 
time to tackle this, but if there’s anything else that I’m alarmed about on this list, like chest pain, or child 
abuse or something then I might actually put that as my first priority. So I say, “Let me see your list, and 
we’ll look at it quickly together.” 
 
Know when to refer/know your capabilities is an important strategy to ensure women are not 
“dragged down” by patient problems and are prepared to set limits on dealing with those areas 
which are outside their scope of practice. Irene remarks that the GPs in the practice have a variety 
of skills and they share these skills according to patient need. Women mentioned using referrals 
beyond the clinic, including empowering patients with skills and knowledge for behaviour 
change. Di comments: 
 
You can give and give to a bottomless pit, I get exhausted listening to people’s upset feelings and they’re a 
never ending fountain of distress ... till the person involved starts doing their diary and lifting their self-
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esteem and changing their behaviour ... so I try to reduce that [time] by using referrals and there’s actually 
a group therapy twice a year.  
 
Acquiring new skills and knowledge expands one’s scope of medical skills and assist women GPs 
to cope with less familiar problems. For example, Jeanette sometimes had to refer patients to 
urban-based specialists, and she would feel unsatisfied. A subscription to an evidence-based 
medicine database provided a broader knowledge base and quick access to research which is 
useful to manage/resolve more patient problems locally.   
 
Work collaboratively with allied health professionals is another strategy to ensure patient 
problems are met at the local level, where female GPs do not have the time or skills to cope with 
the problems. One practice has a visiting psychologist. Counselling was highlighted as a key issue 
in another region and the local DGP acquired funding for free counsellors, ranging from 
psychologists to social workers. Another GP refers female clients with psychosocial problems to a 
female counsellor at the local hospital who in turn “tells me what’s actually going on and gives 
me ideas and feedback on what I should be doing and how this patient could be helped in the 
future” (Katrina) This information sharing is another strategy to gain extra skills.  
 
Acquire support from the medical community, including practice colleagues for different styles of 
practice is a strategy that requires a collective commitment, not just a personal one: 
 
Fiona: I’m lucky in that I’m in a practice with quite a few female doctors and we’re all the same. We all 
support each other and say, “Well look, this is the style that women doctors practice.” ... I guess if I was the 
only female in an all male practice, they probably wouldn’t believe that and they’d make you feel like you 
were a bit inferior I think.  
 
Towards a slow practice philosophy 
Integral to practising slow medicine is the desirability of a compatible health care philosophy 
overall because “your ethic and way of running your practice ... is different”. This solo GP 
promotes preventative health care and patient education, which is different from practices which 
see a high turnover and high income as a priority.  
 
Two group practices of both male and females (Jeanette, Fiona) and two practices set up by 
female GPs (Di, Jill) adopted the slow medicine model as a practice philosophy. One female GP 
of a large group practice felt that this change was due to the males in the practice realising that 
“it’s not good medicine to be churning people through really quickly. [Now] most of the fellas are 
seeing patients every fifteen minutes as well” (Fiona). Jeanette also sees that “the numbers of 
blokes in our clinic are more along this line of thinking than anything else.” In these practices, the 
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male doctors are doing more counselling type work, which seems to be a load that most female 
GPs obtain due to their feminine ethic of care and concern (Quadrio, 2001).   
 
Women GPs recognised the value of a slow medicine healthcare philosophy and flexible work 
structures, however, there are conflicts with existing practice codes that precludes this way to 
practise, and demands a full-time commitment to work. These forces are outside their control, 
dictate practice structures, and impact on the work philosophy. For example, where Sue practises 
slow medicine and he fast, she was undercut. She explains that:  
 
 [Practice incentive payments are] worked out on full-time patient equivalents. His perception is that money 
… ought to be his, even though that’s not what they’re trying to reward.  
 
Therefore, her healthcare philosophy was not valued in monetary terms by her practice partner. 
Indeed she was poorly renumerated for providing quality health care not driven by time but 
patient need.  
 
Current research on Australian general practice reports a trend toward longer consultations, 
involving more counselling and presentation of a more psycho-social nature (Britt et al., 2004). 
Britt et al. (2004) found that doctors were ordering fewer prescriptions for medications and that 
more health prevention is occurring. These changes are reflective of the characteristics of a 
growing female workforce and their style of practice that has been revealed throughout this thesis. 
At Jeanette’s group practice, they implemented creative ways to sustain continuity of care with 
part-time GPs to ensure that they are still meeting the criteria as an accredited practice. The 
current broader context of rural practice seems to be lagging behind, as systematic forces (such as 
Medicare and practice accreditation bodies) are at a mismatch with the changes to gender make-
up of general practice and female GPs preferred working modes. In addition the “marked shift 
[over the last decade] of male GPs away from longer working hours is of equal importance when 
considering the workforce needs of the future” (Charles, Britt, & Valenti, 2003, p. 89).  
 
Enabl ing features of rural space for women-defined practice  
The following four enabling features confirm findings of the attractions female rural GPs have to 
rural practice (Tolhurst & Lippert, 2003; Wainer, 2001) and extend our knowledge about women 
GPs’ understanding and connection to the rural context in which they work.  
 
 ‘A bit  of everything’: Broad scope of rural general practice 
One of the attractive aspects of working in rural environments revealed in the data is the generalist 
nature of rural practice and the broad scope of practice. Hospital access including emergency 
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medicine was an appealing dimension, unique to rural practice as compared with city GPs. 
Women are able to use a variety of skills and enjoy the challenge of a myriad of different patient 
problems. In rural practice, patients came with “real tumours and illnesses” (Di) as a consequence 
of living in isolated rural communities. Women are passionate about the extended care of patients 
in and out of the local hospital system. The authenticity of general practice in a rural location, and 
the closeness at which these women are able to treat patients, lends itself to “good training,” and 
“interesting” medicine. Irene highlights that in a small town, “you have all sections of society 
living in one place” which broadens the scope of practice in other ways, such as being “aware of 
the rights and needs of the underprivileged.” Women were also able to extend skills in alternative 
areas, complementing their medical practice due to the lesser availability of health services. The 
following quote illustrates these elements:  
 
Lena: I mean you’re just not going to have that variety in anything other than rural practice. And that’s part 
of the fun of it.  
 
Sam: I went into the [rural training] program wanting to do rural medicine, ‘cause I love the emergency 
work, because you don’t get that in the city. Most of what I do [here], you don’t do in the city – you don’t 
look after patients in hospital. I mean, [here] you’re looking after heart attack patients  ... which is what I 
love. ... I could have stayed in [the city] but  ... I knew that I would not learn anything, and I knew that it 
would just be basically getting the hours, and you’d just be seeing coughs and colds and things like that.  
 
Lena: My practice consultation-wise is as varied as they come. .… And that’s the advantage of rural 
practice I reckon, is that you don’t get stuck – like I think some female GPs in the city probably do tears 
and smears and that’s about it. Whereas you might get that, but [here] you get everything else as well.  
 
Sue: And I mean country practice is one of the few places that you can still do a bit of everything. You 
know if you want to do surgery, you can to a bit of surgery. You can do anaesthetics, you can do obstetrics 
if you want, you can admit people to hospital and look after them. City GPs can but it’s a lot harder, and 
[city] people’s expectations are much different. …that they’ll be looked after by specialists rather than GPs. 
Whereas a little hospital here we admit whatever we want and [it] lets you cover a much broader range of 
things. ... And you can sort of use all your skills, rather than having half of them disappear.  
 
As there is a high demand in rural areas for female GPs as women’s doctors, many women found 
that by joining a practice with other female GPs, or practising in a small two-doctor town, they 
were able to sustain this variety of practice afforded by the context of being rural. Being prepared 
for rural medicine in terms of adequate skills and training was mentioned by six of the women and 
this would seem to indicate the relevance of training programs that are tailored to the specialist 
nature of rural medicine.  
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Continuity of care and the ‘whole person perspective’  
Another critical feature of rural practice which fits with a women-defined practice discourse is the 
notion of “continuity of care” and “cradle to grave” medicine. In contrast to urban practice, 
women GPs identified that rural practices do not act as “referral centres,” but manage the care of 
their patients within the clinical, hospital, and sometimes the home setting.  
 
Sam: ... the whole appeal of general practice is that there is a continuity of care. 
 
Kim: I feel very much satisfied because I love the work in a way of seeing a patient from the beginning to 
the end. That’s the main thing I work for….I don’t like those city GPs, that you have a patient come in – 
you can’t handle it – off they go to the specialists.  
 
Lena: [What]  I like the most [about “being in rural practice”] is the continuity of it all. Like I’ll ... see 
young women just growing up ... get[ting] married, and then you might see the husband or partner as well. 
And then they’ll get pregnant and have a child and then you’ll follow them right through their pregnancy 
and then deliver the baby and then you look after them and the baby as well. ...  That’s what I like. ... All 
that connection stuff. ... I like that, ‘cause you have an opportunity to develop a really good rapport with 
people over a period of time and through a whole heap of circumstances. And you get to know extended 
families. So you don’t see people just in isolation, dislocated from their family you get them in their whole 
family context. And that’s the enjoyable part of it. And then you see them down the street too or [down the 
pub]. And you’re all part of the same community.  
 
The interrelatedness of rural communities enables female rural GPs to know the patient in the 
context of the whole – “within their family, work and community setting” (Wainer, 2001, p. 29). 
Women often used the term, “rubber stamp GPs,” or “referral GPs” to differentiate between the 
more detached, less continual role that GPs relate to patients in the city compared with the more 
connected and intimate relationships formed by being a GP in a rural community.   
 
Katrina: I guess [in the city] you just don’t have that follow up and you don’t have the privilege of seeing 
people in hospital, and seeing them with their whole family; and seeing their kids born and seeing them die. 
And seeing all the sad parts, and the good parts. You just don’t get that in a city hospital.  
 
Kirsten: [In rural practice] you don’t just sit in the surgery all day, seeing patients and referring them off, 
and hoping the hospital doctors agree with what you think and take-over from there and not seeing them 
until they come back out of hospital. It’s much, much more interesting where you’re working in a little 
town where you know the people, you really get to know the people, you see them in their whole person 
perspective. 
 
Female GPs see the lives of their patients and live with them in their community, so they know 
and understand the patient’s context at a deeper level. The ‘whole person perspective’ is what 
appeals to “the way women experience the world” (Wainer, 2001, p. 29). Being able to empathise, 
nurture and care for their patients to wellness is much more personal and continual in a rural 
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environment. They do not just treat the disease, but are able attend to comfort factors (both in and 
out of hospital) to enhance the experience of recovery for the person (equal and/or friend) in the 
patient role. One example is treating patients locally – within their own homes or local hospital – 
close to family and a community who knows them.  
 
Jane: And I just think it’s just so much easier and I count it as a privilege to go and see people in their 
homes. I think you learn a lot more about the patient. What they’re interests are, and you see their trophies 
or their photographs and it gives you a far better insight into a person if you visit their home. So I’m quite 
happy to do home visits for people who have problems getting here.  
 
A few mentioned the coldness of large city hospitals in the experience of staff and the patient-
doctor relationship, compared to the more personable small town hospitals where patients were 
treated with care and respect by their GP. In line with this, Lena remarks that whilst rural town 
hospitals are under threat of closure, [health authorities] “can’t underestimate the value of these 
small hospitals to the health of the community”.  
 
... and you can admit them to their own hospital ... in their own town, where their family can visit them 
easily, where they often know a lot of the staff there, they feel comfortable and they respond better than – 
they’re not sort of frightened like they are in the big hospitals. – And you can treat them for a lot of medical 
conditions ... [whereas] if you’re working in the city you would just have to send them to hospital and you 
wouldn’t be able to be involved in their care.  
 
‘The sense that you’re it!’:  Being valued combined with altruism and 
commitment  
In rural practice, women see their identity as “a valued member of the community” (Fiona) and 
the sense of place in making a difference to patient’s lives and to rural health care. Similar 
findings are reported in the Victorian rural female doctor study (Wainer, 2001).  
 
Jill: ... this is really what you do – is you do it for a whole bunch of people in an enclosed area and it’s 
called a community and it’s yours. They own you and you’re part of them.  
 
Patient demand for female GPs and GP shortages exacerbated the “sense that you’re it.” Women 
see their importance in providing for the community, and giving different care, described as 
largely essentialist, such as providing emotional care and providing the ‘female option’ (Ozolins, 
Greenwood, & Beilby, 2001, p. 2). Women identified their personal meanings of success and 
positive experiences of being a rural GP as being valued by their patients as “a good doctor” and 
“delivering the optimum standard of care that you would expect to find anywhere really” 
(Kirsten). Women also measured success on the more relational aspects such as feeling needed 
and being attentive, developing rapport with patients, rather than patient turnover and high 
income. For example: “The rewards, the achievement of giving people what they need” (Di). 
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Women GPs had good rapport with patients. GPs felt valued by their patients and found them to 
be stoic and generous. Rural people as patients appeal to women’s relational character as they 
were perceived as appreciative, sincere and trusting by many of the women, and expressions of 
thanks and gratefulness for being their GP were dear to them.  
 
Jane: Success for me has meant that people are prepared to come and see me ... 
 
Di: Whereas if you fill an unfilled vacancy, the people need you and so they tune in to you. You have to 
what they need because their need is desperate. And so they work in with you, so you end up working in 
together. At least that’s my theory on how it works out to be a good job.  
 
Di: Every time I go back to the city, I’ve just been back for conferences, there are openings in the city, but 
when I come back here I feel this is fabulous here, I could never have a clinic like this in the city. .… I’m 
just so amazingly grateful that I’ve been given that by the people here.  
 
Fiona: It’s just nice when people come back and they thankyou and ... you become their GP then. .… It’s 
being respected and having people thinking that I’m a good doctor, and people coming back to me, or 
recommending me to other people ...   
 
Kim: I’m happy with the work I’m doing because the people basically in the country are much less 
demanding than in the city. And they really think that you know your subject, they’ll trust you. So they 
respect you as well. ..… I think people in general accept a female [GP] very well in the country ... people in 
general will go out of their way to help a female rural GP.  
 
Jill: ... they’re very grateful that you’re showing up [at the health centre]. You know, you might just have 
given them the flu needle and they’re so grateful. Yeah, it’s good I love it. It’s good to feel like you’re 
really appreciated.  
 
Underlying the women’s stories of serving their rural communities were the values of altruism 
and commitment. The feeling that “I’m the only one who can fix it,” and “I feel that this 
community needs a lot of what I put in, rightly or wrongly I might be totally disillusioned, 
but…and I feel if I don’t do it no-one else will and I know that’s true.” Other altruistic values 
were expressed in some women’s sense of (faith) calling to their community, and vocation to 
serve in “places that are needy.” The theme of resilience was also strong and linked to altruistic 
and committed desires of GPs to fulfil their combined roles as mother, partner, and doctor for 
their town often with minimal resources. It is related to perfectionism, being the best they can – 
this requires one not to give up, despite acknowledging high levels of exhaustion and frustration, 
and conflicting roles. Their resilience is strong because they feel a sense of belonging to their 
rural communities and have the opportunity to practise ‘how you’re really meant to be a GP’. 
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Ability to create own space  
Where women are able to alter traditional work patterns, or create their own practice, there is a 
sense of an autonomous self outside the masculine discourses of rural practice – a feeling that 
women are reclaiming their creativity and sense of self, which signifies an enabling culture. This 
finding adds new knowledge to current understandings about attractions to rural practice for 
women. Rowland (1996) explores the process of identity construction of women and argues that 
“women alone [should] define and create woman herself” (p. 181): 
 
For women, to be self-identified, not dependent on other’s definitions of their selves; to be full of self-
knowledge and self-respect, should serve as a solid basis for action in their own interests and in the 
interests of all women.  
 
For the women in this study, they create new self identities from personal knowing which relates 
to being open to perceived self. This is where the alternative discourse of rural medicine is being 
shaped. Space is liberated where women are able to: implement their own style of practice; create 
a balance between work and life by setting limits; and branch out into non-traditional areas of 
rural general practice and adopt new work philosophies of ‘slow medicine’. When considering 
that among the women who participated in this research, eight were practice principals or 
partners, it suggests that women with the capacity of decision-making have better opportunities to 
create changes and to set up practices compatible with their value systems, practice style and work 
ethos. This suggests some association between the opportunity for women to create their own 
rural practice structures (like in Ruth’s story of Australian remote practices) and women’s 
satisfaction with rural practice. Examples given below illustrate these aspects of an enabling 
culture.  
 
Women that managed their own practices expressed a sense of autonomy and connection between 
their personal and professional selves:  
 
Di: So that’s why I need a practice of my own, where I call the shots. .... I’m in charge, and what I want to 
happen, happens. .... I have had just so much respect here in this practice. It’s rebuilt every component of 
difficulty that I’ve ever suffered, until I came here. I’m just so amazingly grateful that I’ve been given that 
by the people here. Admittedly they have a need, but they’ve accepted, and they’ve supported me in 
meeting that need to the best I can. And I would like to do it better, but I just do the best I can.  
 
Jane: Being on your own is lovely because you can do your own thing, and have your own atmosphere, and 
you don’t have to worry about anybody else, and there are a lot of bonuses. Particularly here, I mean 
because of the way I work and my work ethic is a little bit different from most other GPs. So I can conduct 
the whole clinic as I would like it. 
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Most women spoke about their commitment to “make a difference” (Katrina, Sam) in the lives of 
their patients and the rejection to a dispassionate, objective and detached way of practising. The 
narratives suggest that women move beyond definitions of “medical time” (Pringle, 1998) and the 
“impartial knower” (Beagan, 2000) to create new meanings that reflect women’s value system:  
 
Katrina: So I guess in a way they were negative influences but they made a big difference. That’s what I 
don’t want to do. I know now that I’m not going to practise eight-minute medicine, and I’m not going to do 
those shelters where you just go around and go, “Jab, jab, jab. See you later.” And yeah, so I guess ... to 
make a difference.  
 
Di: Yep and doing the things the way I want to do them. If I feel there’s an underlying physical illness; 
there’s an underlying emotional basis; I can spend the time speaking with the patient about that. And they 
want to come and see me.  
 
Another area that gained comment from most women was how to deal with a fully booked 
appointment schedule and running late due to the longer consultations that women perform. In 
order to deal with this, women create their own space by redefining the boundaries of medical 
time:   
 
Kirsten: So from nine – I’m booked from nine till twelve thirty at four an hour. And two till four at four an 
hour. But often I was booking till five but I was running over, like I was finding the days were just getting 
ridiculously long, so we cut it back till four and now I’m just booking in extras.   
 
A number of women were creating their own space by branching out into new areas of medicine 
including nutritional medicine, hypnosis and acupuncture that fulfils their need to “inject some 
new interest” and “new challenges” in their practice, as well as being personally “rewarding”. 
Rural general practice enabled women to have this variety of practice “without having to jump 
ship” (i.e. change professions) and the rural context meant that there was less availability of these 
therapies and therefore, more of a need for complementary medicines from rural communities. 
Jeanette explained the process of branching out beyond mainstream medicine, and the exhilaration 
of being exposed to new ways of being a GP. She says among the nutrition and environmental 
medicine, there are many women, and “they’re the ones I see who are really alive in medicine…it 
appeals to their holistic approach”. Her words were reflective of women being “self-identified”, 
that had created alternative definitions of what a rural doctor may be:  
 
Jeanette: [These women who do alternative therapies are] ... more in charge of their own destiny in the 
sense of making decisions about how things are going to be and not being dictated to by the government… 
they also care better for themselves…they don’t flog themselves…I think all that’s sort of important. So 
it’s been good for me to see that modelled in other people in general practice-land, just to see how they 
made this transition ... I’m gradually getting more competent at it and gradually incorporating it ... 
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From a feminist post-structural viewpoint the emphasis here is that women are never outside of 
power and have individual agency (power/resistance) to create new spaces (Alston, 2000; 
MacKenzie, 1992). There is a sense of personal agency in the way women in this study had 
embraced those features of rural spaces and combined it into their unique practice style and 
approaches to work. Indeed these women are successful as rural GPs because they moved beyond 
the image of a super-doc and “the need to do everything” in rural practice, to incorporating their 
sense of selves in their actions and approaches to actions. Table 13 identifies ways women are 
reworking the space of rural medical practice and are no longer assimilating with the traditional 
super-doc model of work. Davies (1991) defines personal agency as the capacity to have “the 
right to speak and be heard”, and “is the author of their own multiple meanings and desires”, in 
which one uses their creativity to imagine not “what is, but what might be” (p. 51). It seems that 
rural practice offers the context that provides women the opportunity to have this freedom of 
expression, illustrated by the above quotes and within the case examples of table 13. A number of 
factors increase women’s agency within the rural context including: involvement in decision-
making (predominately in the role of principle/partner); the shortages of rural doctors, therefore, 
more tolerance for different ways of working to ensure the practice retains its workers; a high 
demand for women doctors; and the autonomy within rural general practice.  
 
Table 13: ‘You don’t have to do everything’ in rural practice 
Whilst the traditional notion of a rural doctor covers twenty-four hour care, solo GP work, with constant 
on-call duties, and being procedurally skilled, women had arranged their work in rural practice to suit 
their individual preferences and life stage– either they do or don’t have to do everything. For example:  
• Jane is in solo practice but does not do procedural medicine. She is involved in the on-call 
roster with a neighbouring practice. 
• Di, the practice principal, does not do on-call or procedural medicine (this is the traditional duty 
of a practice partner/principal). 
• Sue initially considered that to be a female rural GP, she had to do obstetrics, but colleagues 
said it was not necessary, so she did anaesthetics instead.  
• Sam works as a GP but not as a proceduralist. She does only weekend on-call, to combine 
study time for her GP exams. 
• Kirsten works part-time, does not do procedural work, although loves emergency medicine and 
continuity of care in rural practice. Her on-call hours are backed up by another doctor.  
• Fiona works as a part-time partner, has relinquished obstetrics and has no on-call duties. She 
finds the intensity of hours less stressful, whilst at this stage of life, giving more quality time 
with family and taking an active role in medical organisation programs and training rural 
registrars.  
The following example is one where a female practitioner does everything: 
• Jill works full-time, is a practice principle, does on-call, and is actively involved in community 
health, local division of general practice, lobbying for better resource allocation, and 
marginalised issues in health. She conducts CPD training, and is on the hospital board.  
Part 3 Ch 8 Towards an enabling culture 
245 
SUMMARY 
This chapter has identified the transformative process through which women appropriate space to 
construct an alternative image of a rural GP. Whilst chapter seven locates the resistances of 
women to the dominant discourses of medicine, in contrast this chapter articulates the evolution of 
women-defined discourses in rural general practice. Chapter eight reveals the processes through 
which women use their personal agency to (re)position their ways of knowing and practising 
beyond traditional rural practice. The narratives reveal the way in which women draw upon 
essentialist discourses (captured in concepts such as women’s ways of knowing and doing) to 
move within and beyond the male-dominated landscape of rural medicine and above all, develop 
their own space.5 Whilst chapter seven outlines the motivations behind women choosing an 
alternative pathway for being a rural GP, here we find out how women claim these spaces. At 
stage three of the agenda for change model, women listen to their sense of selves which informs 
their actions and approach to actions (Jacobs, 1998; Keshet, 1997; Spouse, 2000). At stage four, 
through personal knowing, women rework, subvert and create their own practices and practice, 
shaping up an ‘enabling culture’. Women do this by endorsing the philosophy and healthcare 
approach of slow medicine; seeking out and implementing flat work values of mutual respect, 
equality, trust, open communication and collaboration. Furthermore, time, energy and 
commitment are redefined as women strive to find flexibility and balancing in their approach to 
work, life and family. The rural general practice community, as a whole will benefit from 
following the lead of these women. Furthermore the current international and national promotion 
of a better balance of work/lives (to reduce work-related stress) among doctors supports the 
actions among the women in this study for new ways of working (Charles, Britt, & Valenti, 
2003).   
 
This chapter reveals the importance of the personal and professional interface in the work/lives of 
rural women GPs. It is evident in the interconnections between stages three (‘(Re)gaining a sense 
of self’) and four (‘Towards an enabling culture’) of ‘The agenda for change model’ – for as 
women gain a sense of self, this underpins the values behind defining an enabling culture. Identity 
                                                     
5 This strategy, to draw on essentialist discourses, has been adopted by women in agriculture and 
management in terms of highlighting how women have ‘special skills’ which they can contribute as better 
communicators and more holistic thinkers. At the same time, writers such as Pini (2003) have noted some 
negative consequences to situating women within these discourses including ignoring the diversity among 
women, reinforcing a uni-dimensional, stereotypical view of women. In effect, these and other 
constructions may obscure the pursuit of gender equity by asserting the positioning of women as ‘other’ , 
yet simultaneously, this analysis shows how these discourses have been advantageous for women in 
creating new meanings and claiming the ‘in-between’ spaces within rural general practice.  
Part 3 Ch 8 Towards an enabling culture 
246 
formation for women as rural GPs is closely linked to their connections to self, others and nature 
(Keshet, 1997; Quadrio, 2001; Wainer, 2001). Therefore, recruitment and retention initiatives for 
female GPs must appeal to their ways of knowing and doing in rural practice (as outlined in this 
chapter) and, look beyond the “material circumstances of GPs” towards emphasis of the “symbols 
and signs with which GPs identify” (R. Lawrence, 2001, March, p. 1).  
 
This means women need an opportunity to practise slow medicine, to achieve balance, and to 
have time to be  women as well as doctors (Wainer, 2004b). Where women-defined discourses of 
medical practice are not valued, women will not be attracted to rural general practice. On a 
positive note, this chapter adds a new understanding to our knowledge, as it begins to unravel that 
a rural setting provides the milieu for female GPs to structure their practice that is closely 
integrated with their philosophy and selves. This thesis, informed by feminist poststructural 
understandings provides the avenue to view problems in new ways. Butler (1995) asks: “What are 
the conditions under which agency becomes possible?” (p. 136). By spatialising discourses – 
locating connections between power, knowledge and space – we understand in answering this 
question, that context matters (Stehlik, 2001). From this viewpoint it is possible to suggest that a 
rural context provides the conditions for women GPs to be agents of change. It is the rural setting 
which provides the opportunities for female GPs to implement a practice philosophy and 
healthcare approach of slow medicine. As women approach the last stage of the model, it is here 
that rural practice has the potential to be both a satisfying and sustainable workplace structure for 
female GPs. 
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Conclusion 
 
There is a parallel between the dialogue within rural medicine and between women and 
medicine. Both groups (rural and women) are saying they do medicine their own way. Their way 
converges with the prevailing medical culture in core skills and knowledge, and differs in 
context and priorities.  
(FRDWG, , 2002, p. 189) 
 
OVERVIEW 
This final chapter summarises key findings of the research related to the main aims of this thesis 
together with the associated contributions of feminist-poststructural theory. The discussion draws 
out the implications and recommendations of this research for recruitment and retention practice, 
policy development, and the broader rural communities affected by GP shortages. I also indicate 
possible limitations of the study. In the concluding remarks, the value of the study is summarised.  
 
The overarching goal of the research is to contribute to advancing our knowledge of ways to 
improve the recruitment and retention of female general practitioners to rural medical practice. 
This thesis marks a significant advancement upon the dominant ways of thinking that attend only 
to the marginalisation of women and rural areas by highlighting the transformative process 
through which women are (re)working and (re)defining the discursive spaces of rural general 
practice at both its macro and micro levels. It has been argued that women are at the forefront of 
(re)visioning medicine, and therefore, I have examined their current actions, negotiations, 
resistances and constraints as significant indicators of what the future rural medical workforce 
will require. In particular, it is timely to examine change, given that the increasing numbers of 
students entering medical school are female, yet existing meanings, practices and cultures within 
the rural medical industry are profoundly patriarchal. Furthermore, in Australia, rural GP 
shortages are rife, yet the mismatch between current male medical structures and a predominately 
future female workforce requires serious action. Hence, the central research focus has been on 
how activist women fare within the dominant culture of rural medicine to pursue gender changes 
(at the organisational level) and how female GPs actualise personal/professional values within 
work structures and their individual lives (at the practitioner level).  
 
In part one of the thesis, I considered how the patriarchal discourses of medicine and rurality act 
as powerful structural constraints against women pursuing a career in rural general practice, yet 
simultaneously some writers position women as active agents of change. The question is, how do 
structure and agency interrelate? The literature identifies women’s subordination, exclusion and 
lack of fit within the medical profession, within rural society and within rural medical practice. 
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This perpetuates myths about rural medicine as no place for female GPs. It would seem that the 
structures of medicine and rurality serves to oppress and dictate women’s positioning as 
“subalterns” (Pringle, 1998) and maintains the status quo. However, more contemporary 
sociological understandings calls for a balanced approach between structure and agency, and the 
fluid context in which power/resistance operates. Poststructural feminist thinking provided a 
theoretical lens in which to open up and question the taken for granted truths surrounding the rural 
medical profession, understand and validate the multiplicity and commonality of women’s 
experiences, and most importantly view women as “active negotiators and shapers of their lives” 
(Rimmer, 2002, p. 228) within spaces of rural medicine. Through a poststructural feminist 
perspective this research viewed old problems in new ways, thus moving beyond the dominant 
ways of seeing.  
 
The conclusions to the findings are now discussed in line with aims of the research that reflect 
feminist poststructural ways of thinking. At the organisational and practitioner level respectively, 
the aims of the research were to:   
 
• Examine the historical and ongoing sites of struggle in the change process; and the 
agency/resistance of activist women in the way they are organising themselves and pressuring 
for change in the political, educational and bureaucratic arenas.  
 
• Examine the agency/resistance of rural women GPs to the patriarchal discourses of medicine 
within their individual work/lives. 
 
A key innovation of this thesis is the dual level of analysis. The findings at each level are 
considered in turn.  
 
(RE)CREATING SPACES WITHIN RURAL GENERAL PRACTICE 
Organisational level 
This thesis contributes new knowledge within the fields of gender studies, rural sociology and 
organisational change. Of importance, it provides significant new insight into the efforts of 
activist women in rural medicine, an area which has rarely, if ever, been examined.   
 
This study advances our knowledge on current recruitment and retention methodologies, by 
uncovering sites of struggle and contest in the organisational change process set within a 
historical, cultural and gendered context of medicine. I argue that the problem of rural GP 
shortages must be understood beyond the linear construction of supply and demand to encapsulate 
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the complex socio-cultural landscape. As examined in part two of the thesis, the historical 
dominance of masculine discourses is responsible for the exclusion of women doctors’ full 
participation in the rural medical profession. However, despite these constraints, women have 
been present within medical structures for over a century and have located critical spaces for 
action articulated as “an alternative voice of resistance” (Alston, 2000, p. 43).  
 
Chapter five reveals that within rural medicine there are sites of ideological and culture closure, 
which are strongholds that see women marginalised. This was reflected in activists’ narratives, 
highlighting (nine) ways that change is controlled and minimised. The main barriers are: “the 
dominant cultural view that male, fulltime, procedural doctors are the ‘norm’; the professional 
socialisation of doctors as amorphous, genderless persons; the occupation by men of, and the 
exclusion of women from, powerful positions in formal organisations; the threat to conform to 
professional [mores]; and the resource intensiveness of being an activist” (Schwarz & McDonald, 
2004). Problematic to all exclusionary strategies is the ‘male as norm’ ideology. Findings indicate 
that after ten years of struggle, medicine has progressed beyond the denial of women’s issues to 
an approach that predominately sees ‘the problem is women’ (Sinclair’s stage two) rather than 
existing structures.  
 
Central to the rural women’s GP movement, has been developmental work by activist women to 
mainstream female GP issues into the traditional masculine discourses of medicine. Chapter six 
highlighted the main ways women are working to challenge entrenched interests. These include: 
initiating projects that make women visible; claiming legitimacy by using male-centred tactics 
and women-defined discourses; developing female-friendly initiatives; and mentoring and 
building alliances between women. There are differences among the way women work, that in 
part relates to their subject positions, influencing the extent to which they will transgress from the 
status quo and challenge its masculinist practices. However, there is commonality among activist 
women, identified by their shared goal towards (fundamental or incremental) gender change in 
order that rural general practice is a desirable career choice for women GPs.  
 
In part two of the thesis, the central argument is that women themselves should not bear full 
responsibility for adjusting current outdated systems. Women will remain at the periphery and 
continue to be responsible for their lack of fit within the current male-model structures unless the 
organisational culture of (rural) medicine acknowledges and makes a commitment to ‘inside-out 
change’ (Sinclair, 1998). It is necessary that male discursive practices are eclipsed by more 
inclusive and diverse ways of knowing. Activist women have created alternative meanings and 
structures within emergent spaces of rural medicine. It is now a matter for the medical industry to 
Part 4 Conclusion 
251 
look seriously at its own prejudices and limitations and to embrace those gender equity changes 
that women have begun.  
 
Pract i t ioner level 
Whilst there is a growing body of international studies of the characteristics and needs of female 
rural GPs (Mitka, 2001; Moodley, Barnes, & de Villiers, 1999; Rourke, Rourke, & Brown, 1996; 
Tracy, 1999), in particular in the Australian context (Doyle, 2003; McEwin, 2001; Roach, 2002; 
Tolhurst, Bell, Baker, Talbot, & Cleasby, 1997; Tolhurst & Lippert, 2003; Wainer, 2001; Wainer, 
Bryant, & Strasser, 2001; White & Fergusson, 2001), this thesis offers significant new knowledge 
at the practitioner level by arguing that a rural setting provides women GPs the opportunity to 
structure medical practice in line with their values, commitments and ways of knowing. 
Furthermore it challenges current sociological understandings about the patriarchal nature of 
rurality (Dempsey, 1992) as oppressive to women; and the use of negative connotations of rural 
and remote practice such as “…‘disadvantage,’ ‘crisis’, ‘hardship’ and ‘incentives to go there’… ” 
(Smith, 2004). The findings suggest that the spaces of rural general practice can be enabling for 
women and indeed appeal to the way in which women practise medicine.6  
 
Through a poststructural lens, part three highlights how women are active agents of change (rather 
than passive recipients) who have advanced rural GP definitions beyond the masculine discourses 
of (patriarchal) medicine and the super-doc ideology of rural practice. Chapter seven reveals how 
women’s everyday lives as rural GPs are shaped by oppositional tensions – the struggle between 
fitting in with the dominant work model and values, and their desire to (re)work the definitions of 
what is it to be a rural GP. This chapter also highlights women’s agency in negotiating/rejecting 
the dominant constructs of “the workaholic lifestyle” (Quadrio, 2001), definitions of medical time 
and space, hierarchical structures, and a ‘fast medicine approach’ as the only valued way to 
practise (Wainer, Strasser, & Bryant, 2004). Through critical events in their work/lives, women 
reflect on their identity as rural GPs and realise that there are other choices “beyond the dominant 
masculine frames” (Ross, 1997, p. 204). ‘Enlightenment/gaining insight’ provides the catalyst for 
women to make amends and progress towards an enabling culture.  
 
Chapter eight explores women’s sense of personal agency in (re)working and diverting spaces 
within rural practice to actualise personal and professional preferences. (Re)gaining a sense of self 
                                                     
6 I acknowledge that shifting the examination of ‘rural’ from object to subject would provide an alternative 
analysis of the relationship between ‘rurality’ as a social construction and the ‘enabling’ discourses of 
female GPs in rural practice.  
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is integral to (re)defining meanings and (re)creating spaces to construct an alternative image of a 
rural GP. As women (re)ignite their ways of doing and of knowing, these discourses informed 
women’s action and approaches to action.  
 
At stage four of ‘The agenda for change model’ women seek to appropriate space and make new 
spaces – thus, occupying a space which is ‘self-identified’ (Rowland, 1996). This women-defined 
space in rural practice is termed an enabling discourse and entails: ‘making the community your 
own’ (Wainer, Strasser, & Bryant, 2004); non-hierarchical work structures of mutual respect, 
collaboration and philosophies similar to their own. It also includes a supportive work model 
incorporating flexibility and balance. The core component of a women-defined approach to 
healthcare is ‘slow medicine’ which markedly differs from patriarchal medicine, that women 
rejected in stage one of the agenda for change model. Women-defined practice is more about the 
art of medicine (Wainer, Bryant, Strasser, Carson, & Stringer, 1999, March) including patient-
centred care; a conversational style of consultation; subjective ways of knowing; meeting the 
genuine needs of patients – all of which encompass the biopsychosocial model of care. 
Furthermore, an enabling discourse includes features unique to the context of rural medicine 
which fits with women GPs’ slow practice philosophy and enhances the personal/professional 
interface of practice. The rural context provides women: the ability to create their own space; a 
broad scope of practice; continuity of care and seeing the patient within their whole-person 
perspective; and the opportunity to practice in areas of need which appeals to their relational self 
and being valued. Thus, the findings at stage four reveal the enabling discourse for women in 
rural general practice.  
 
Through spatialising discourses, a new picture of rural general practice emerges. As such, the 
rural context becomes the space in which women have agency to eclipse those discourses of rural 
practice they dislike, and retain and enhance attributes which appeal to their ways of knowing and 
doing. It is here that rural practice has the potential to be both a satisfying and sustainable 
structure for female GPs. 
 
A comparison of the findings at dual levels of analysis raises the question as to why it is possible 
that individually, some women have reached stage four yet at the organisational level are at stage 
three? Whilst the response given here is only speculative, it seems likely that the rural context 
provides the space for women to carve out their own way to practise with more opportunities for 
autonomous practice, and without the institutional level barriers. Have the battles that the activists 
engaged in made a difference to the lives of female rural GPs? Findings identified that activist 
women have opened up and challenged the dominant discourses, raised awareness of female rural 
GP issues, and developed an ‘alternative voice of resistance’. Therefore, it is likely their advocacy 
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is having some impact at the individual level, in particular by legitimising individual female rural 
GPs’ actions towards implementing an enabling culture within their workplaces.  
 
A feminist poststructural  theoret ical  lens 
This thesis adds a new perspective to the rural GP recruitment and retention literature by 
employing a feminist poststructural theoretical lens. In particular, this approach builds on current 
knowledge by highlighting the importance of gender; the fluid context in which (gender) power 
relations operate; the interplay between agency and structure; the social construction of 
knowledge and truth; and by providing the analytical tools to unearth the pervasiveness of 
dominant discourses so they might be open to challenge and thus, to change. 
 
Whilst the views of some, but not all women rural general practitioners are essentialist, and may 
seem to contradict the anti-foundational stance of feminist poststructuralist thinking, these 
women’s narratives reflect the dominance of wider social discourses of gendered role expectations 
from community, family, patients, and general practices and also may reflect the self-selection by 
participants into the study. More importantly, it is the commonalities among women in their 
practice of medicine, which are testimony to the enabling space that rural practice provides. 
 
LIMITATIONS  
A possible limitation to this study is the constraints of time and space. Since data collection 
concluded in 2003, the rapid nature of change in the current rural general practice environment 
has advanced flexible work options and the opening of new rural medical schools, along with 
shifting recruitment and retention strategies. Whilst the small number of participants could be 
seen as a possible limitation, the aim of qualitative research is to provide an in-depth 
understanding rather than to quantify or generalise what is already known. Finally, I did not seek 
out the views of male representatives of medical organisations or rural male GPs, as the feminist 
focus of this research was to relegate the voices and experiences of women to the centre stage.   
 
IMPLICATIONS AND RECOMMENDATIONS 
This research establishes that masculinist discourses prevail within the organisational culture of 
rural medicine and furthermore act as exclusionary practices which limit women’s pursuit of 
gendered change. This suggests that reform, based on the policy documents and research 
recommendations put forward by female rural GPs and representatives of their interests, is 
unlikely to fully be implemented, unless the medical industry itself makes a commitment to a new 
culture, as illustrated in stage four of Sinclair’s model.  
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Activists’ articulation of alternative women-defined discourses, in contrast to the mainstream 
views, in addition to rural women GPs moves to divert and (re)work the structures and work 
values of rural practice on an individual level, calls for a paradigm shift within rural medical 
practice. It is imperative that this new paradigm include the values of diversity (FRDWG, , 2003) 
and flexibility (Doyle, 2003; McEwin, 2001; Tolhurst & Lippert, 2003; Wainer, Strasser, & 
Bryant, 2005). This change will not only benefit female GPs, but will provide more supportive 
and safer work environments for all its members and the rural communities in which they service.  
 
Recommendation 1 
That the Commonwealth and State governments, university medical schools and medical 
colleges such as RACGP and ACRRM be petitioned to consider, acknowledge and act upon 
the recommendations put forward within the international Policy on female family physicians 
in rural practice (FRDWG, , 2003).  
 
Recommendation 2  
That work be undertaken with the Commonwealth and State governments, and with 
individuals responsible for curriculum design and development in medical schools, to address 
and counter the maintenance of the ‘male-as norm’ discourses that currently underpin rural 
medical practice and the organisation of medicine. The focus of this developmental work with 
key funding and service delivery agencies should be on promotion of flexibility and diversity 
into funding, training and support models for rural practice.  
 
The under-researched nature of activist women in rural medicine points to possible further 
directions for research. This study involved participation from activist women of Australia, whose 
pioneering work has influenced both the national and international platform of gender 
mainstreaming in (rural) medicine. Untapped stories of activist women from other countries such 
as United States, Canada, Britain and New Zealand that are facing similar shortages of rural 
doctors and increasing feminisation of medicine hold potential for comparative studies to 
determine the extent to which women act as agents of change, and whether they face similar 
constraints. Furthermore, documenting the important contributions of these women, validates and 
empowers individual women, and strengthens the body of evidence to pursue more widespread 
gendered change. Another important area for future work is highlighted by the limitation in not 
including men. There is much evidence to suggest that work on men and masculinities is critical 
to understand the positioning of women in various male-dominated organisations (see for 
example, Collinson & Hearn 1994; Alston & Wilkinson, 1998; Pini, (2004); Saugers, 2002)  
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Recommendation 3 
That future research be undertaken: firstly, documenting the transformative process through 
which women doctors and their representatives, in other similar countries to the Australian 
context, are pursuing gender change within the dominant culture of rural general practice; and 
secondly, examining men and masculinities in rural general practice at organisational and 
practitioner levels.  
 
Despite the lack of uptake of change at the organisational level, women GPs at the practitioner 
level have found some success in structuring medical practice to work for them. This may suggest 
as Skeggs (1997) argues, that the “everyday negotiations of the mundane … do matter … [and] 
are formative” (p. 167) in the processes of change. Furthermore, the findings challenge the 
dominant (urban-centric) meanings of rural as strongly masculinised and ‘in crisis’. This only 
serves to perpetuate the invisibility of rural areas as enabling spaces. Illuminating the notion that 
the context of place matters to how women do medicine, alters the way we currently view rurality. 
Rural areas provide the milieu which enables rural women GPs to create their own space. In 
addition, the narratives of female rural GPs in this study suggest that the essentialist discourses 
women draw on (captured in concepts such as ‘women’s nature, ‘women’s ways of knowing’ and 
‘women’s ways of doing’) are implicitly linked to the spaces defined by rural living and rural 
practice. Without acknowledging the significance of rural space as an enabling discourse for 
women GPs, the recruitment and retention stakeholders will continue to drive policies that 
provide for the “material circumstances of GPs” (R. Lawrence, 2001, March, p. 1) in particular 
monetary reward, rather than emphasise the socio-cultural “symbols and signs” of rural practice 
and the rural place with which rural women GPs identify.  
 
Recommendation 4 
That work be undertaken with the Rural Workforce Agencies and Divisions of General 
Practice to promote adoption, as an integral aspect of rural recruitment and retention, of those 
enabling factors that were experienced/pursued by female GPs in this study. The key focus of 
this work would be to support a conceptual shift through which women GPs can begin to view 
rural practice as sustainable in terms of both personal and professional satisfaction.  
 
Recommendation 5 
That work be undertaken with the key stakeholders with responsibility for the development of 
recruitment and retention initiatives, including rural practices, rural workforce agencies, 
universities and medical colleges to promote adoption of an inclusive and realistic position 
about the culturally diverse, multidisciplinary and unique aspects of rural practice, particularly 
as they relate to female general practitioners.  
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A CONCLUDING REMARK 
This study has achieved its aim by clearly identifying the ways women as agents of change are 
(re)creating spaces within rural general practice at organisational and practitioner levels. This 
thesis has offered a new approach to look at the deeply entrenched problem of rural GP shortages. 
Through a feminist poststructural lens, the study exposed the discursive practices that position 
rural women GPs as ‘the problem’, and more significantly, captured the systematic pursuits of 
women to overturn rural medicine’s dominant discourses. It is testimony to the efforts of female 
rural GP activists that rural medical organisational cultures are shifting to more inclusive 
discourses. Furthermore, the study challenges current ideas about rural spaces as masculine and 
conservative. The stories of female GPs demonstrate that rural spaces are integral to the ways 
women practise successfully as rural GPs. As practitioners, women are capable to think and 
reflect as active agents of change and to forge new ways of practising which allows them to 
operate in quite different ways to the masculinist discourses.  
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Phase 2 documents (related to the organisational level) 
 
• Statement of ethics approval 
• Letter of invitation 
• Plain language statement 
• Informed consent 
• Semi-structured interview schedule 
• Interview selection process resources 
• Possible key informant organisational chart 
• Types of activism 
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Statement of ethics approval 
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Letter of invitation to women as activists at the organizational level of medicine 
 
<Recipient Address> 
 
<Date> 
 
 
Dear  
 
My name is Imogen Schwarz, I am a PhD research student studying at the University of Ballarat’s 
Horsham Campus in rural Victoria. I have been funded by the Australian Research Council to 
conduct a study on recruitment and retention issues of female rural general practitioners. One of 
the study’s broad aims is to explore the ‘agenda of change’ facing the medical workforce in 
promoting and supporting women in rural medicine.    
 
I would welcome the opportunity to talk with you about what is happening at the bureaucratic and 
political level of organised medicine and your personal contribution to developing, promoting or 
assisting the movement of women in general practice, and specifically in rural areas. I plan to 
write and promote your story in the context of challenges and changes to the dominant medical 
culture, that may lead (or have led) to the needs and issues of women in medicine being put on 
national and state agendas. This will be presented in the research thesis and subsequent 
publications.   
 
If you would like to contact me please call (03) 53622614 or email: 
ischwarz@students.ballarat.edu.au. If you require further information about the project I would be 
happy to provide this. I look forward to your reply and the opportunity to meeting with you.  
 
With kind regards, 
 
 
Imogen Schwarz 
PhD student 
School of Behavioural Social Sciences and Humanities 
University of Ballarat 
Horsham Campus 
Po Box 300 
Horsham 3402 
 
Ph: (03) 53622614 
Fax: (03) 53622648 
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UNIVERSITY OF BALLARAT 
PLAIN LANGUAGE STATEMENT  
1.  PROJECT TITLE 
 
THE ‘AGENDA FOR CHANGE’ AMONGST RURAL 
FEMALE GENERAL PRACTITIONERS 
 
2.  INVESTIGATORS 
 
Ms Imogen Schwarz 
 
3.  PLAIN LANGUAGE  
    STATEMENT 
 
I am a PhD research student studying at the University of Ballarat’s 
Horsham Campus in rural Victoria.  I have been funded by the Australian 
Research Council (SPIRT/Linkages scholarship) to conduct a study on 
recruitment and retention issues of female rural general practitioners, at 
both the local practice level and at a broader political, bureaucratic and 
educational level.  There are also two industry partners involved:  1) 
Ballarat & District Division of General Practice and 2) Beaufort & Skipton 
Health Services.  
One of the study’s broad aims is to explore the ‘agenda of change’ facing 
the medical workforce in promoting and supporting women in rural 
medicine.  The study is divided into two projects over a period of 18 
months. One project will be interviews with female rural GPs and the other 
will be interviews with women whose interests are in bringing issues 
forward for female rural GPs (this includes you). So this study inquires 
about the ways rural women GPs themselves (at the local practice level)  
and also key activists of this group (at the broader level) are creating 
challenges to the dominant culture of medicine to improve the level of 
participation of women GPs in rural areas.   
I plan to write and promote your story in the context of challenges and 
changes to the dominant medical culture, that may lead (or has led) to the 
needs and issues of women in medicine being put on the national and 
state agendas.  This will be presented in the research thesis and 
subsequent publications.  The results of this research will provide 
important insights into the changing environment of rural general practice 
from a unique gender perspective.  This information will be useful for 
medical workforce planners in future restructuring of the rural medical 
system to better accommodate for a female GP workforce.  
  
To participate you will be required to sign a consent form, and with your 
permission I will tape-record the interview and take notes.  I will send a 
copy of the interview transcript for you to review and change where 
necessary. I may also approach you again over the next 18 months and 
request a follow-up interview. Details of the previous interview transcripts 
will be made available to you prior to any follow-up interview.  Your 
participation in this project is voluntary, and you are free to withdraw your 
consent and discontinue participation in this study at any time.  Your 
confidentiality will be maintained, and at no time will your anonymity be 
compromised unless you express permission for your name to be 
included in the study.  Pseudonyms will be used in place of real names 
and data will be aggregated to insure the greatest protection of your 
identity.   The tapes and notes will be kept in a locked cabinet in the 
researchers office, and on completion of the study, after 5 years will be 
destroyed. 
Any questions regarding this project can be directed to the Principal Researcher,  Dr John McDonald,  of the 
School of Behavioural, Social Sciences and Humanities on telephone number 03 53279745. 
Should you (i.e. the participant) have any concerns about the conduct of this research project, please contact the 
Executive Officer, Human Research Ethics Committee, Office of Research, University of Ballarat, PO Box 663, 
Mt Helen  VIC  3353.   Telephone:  (03)  5327 9765. 
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UNIVERSITY OF BALLARAT 
INFORMED CONSENT 
 
 
 
1. Code number (if any) allocated to the participant      . . . . . . . . . . . . . . . . . . . . . . . . .. . . . 
 
 
2. Consent (fill out below) 
I. . . . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . of . . . . . . . . . . . . . . . . . . . . . .   
. . . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . 
 hereby consent to participate as a subject in the above research study.  
 
The research program in which I am being asked to participate has been explained fully to 
me, verbally and in writing, and any matters on which I have sought information have been 
answered to my satisfaction. 
 
I understand that: 
 
 all information I provide (including questionnaires) will be treated with the strictest confidence 
and data will be stored separately from any listing that includes my name and address.  On 
completion of the study, after 5 years, all data will be destroyed (ie. recorded interviews and 
transcripts). 
 aggregated results will be used for research purposes and may be reported in scientific and 
academic journals. Informant quotes may be included in published materials, however, these 
will be presented in a way that individuals will not be easily identifiable. 
 I am free to withdraw my consent at any time during the study in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used. 
 I will be interviewed face-to-face by the researcher, Imogen Schwarz, and with my permission 
this interview will be tape-recorded and notes will be taken.   
 Pseudonyms will be used in place of my name, and the names of organisations I mention. My 
name will not be disclosed in the any thesis or publication as a result of this study, unless I 
give my expressed permission.    
 
 
 
SIGNATURE: . . . . . . . . . . . . . . . . . . . . . . . DATE: . . . . . . . . . . . . . . . 
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Semi-structured interview schedule for face-to-face or telephone interviews with women 
as activists at the organizational level of medicine.  
 
What networks/ organisations do you belong to or are involved with regarding women GPs and on 
specifically rural issues? What are their aims? 
National 
State 
Local 
Educational  
Political 
Bureaucratic 
 
How long have you been involved in lobbying/advocating for women GPs? 
Rural Women GPs 
 
What is your area of interest in advocating promoting women GPs? 
 
Can you talk about your entry into medical-politics, organised medicine? 
How did you succeed? 
Any obstacles along the way? 
 
What are some of achievements which you have been involved in?  
What contributions have you made which you think have been significant events? 
 
What have been the compromises you have experienced? 
What have been the struggles? 
  What alternatives had been considered or rejected? 
 
What do you personally regard as some of the key initiatives/events in moving the issues of rural 
women GPs forward? 
 
In your opinion, how would you describe what is really occurring at the political, bureaucratic and 
educational level of women in medicine? 
How would you describe the current climate of rural general practice and women GPs 
the medical culture and women GPs 
 
How are you presenting women’s issues?  
What are the sorts of ways these issues are being presented? 
Informal Networks 
Formal Networks 
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Publications/Studies 
Conferences/Key events 
 
What do you see as the key tools or strategies for pressuring for change? 
What strategies does you organisation use? 
What is it that makes change possible? 
What gains have been made? 
What are the barriers you have come against? 
 
Do you think the organisations you are involved in are altering the course of medicine? (Bring 
about changes that make medicine more open and democratic to the needs of women and the 
ways they do medicine.) If so, how? 
 
How would you describe yourself as being involved in the ‘agenda of change? 
 
 A number of the women I invited to interview said this study was ‘important and timely.’ Please 
comment? 
 
What is your background? 
Have you practised medicine 
Rural /Urban 
Other  
 
Are there any other comments you would like to make? 
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Interview selection process resources       
 
Database 
The database was used in the initial phase of sampling to develop “a pool of potential 
participants” (Gilchrist, 1992, p. 79). Information was collated from research reports, professional 
journals, conference proceedings, research reports, and scanning rural health and medical 
organisations website pages to produce the database. Attributes included individuals’ names; 
current and past positions; attendance at events; and relevant achievements. The frequency of 
events and achievements was one of the determining factors for deciding upon individuals to 
contact.  
 
Chronology of milestones for “mainstreaming issues” of female rural GPs   
A natural progression of developing the database for locating activists was generation of a 
chronology listing key events and milestones for mainstreaming issues of rural women GPs. The 
chronology is further described and analysed in the findings and was broadened to include other 
events which have been instrumental in supporting activists’ pressures for change. The 
chronology features at the end of the thesis.  
 
Rural general practice organisational chart 
Using general practice organisational charts produced by RWAV (2002) and DHAC (Rudd & 
Steed, 2000), a new map (see Appendix A, figure A1) was modelled to visually describe where 
the activists were strategically positioned and how much spread there was over the varying tiers 
and interest groups. This enabled a spatial review of the potential pool of key participants, in 
order to seek out women from organisations that had not been interviewed.  
  
 
  
DHAC
GPPAC
 
GPETC
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govts
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Co-
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WMSIG
Female 
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Party 
NSW 
RDA
Women 
in 
Medicine 
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Note. This chart depicts general practice representation 
and links to Government. It illustrates primary lines of 
linkage only.   
Adapted from “The structural organisation of general 
practice” (p. 222) by C. Rudd and D. Steed, 2000, in 
DHAC (Ed.) General Practice in Australia 2000, 
Canberra: Gender practice branch, Health services 
Figure A1: Chart of possible key participants in 
bureaucratic, educational and political 
positions of general practice.
FRDWG 
Taskforce 
on women 
in GP 
Commonwealth 
Gvt 
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Types of activism          
       
To be reflective of how women define themselves as activists, and give an accurate picture of the 
different ways women contribute to the agenda for change, I defined five types or levels of 
activism that seemed to fit the women according to their visibility, contributions, positions, 
power, influence on decisions, and status. Activists identities are not neatly categorised; rather it 
is a more dynamic process, moving up and down the categories according to varying degrees of 
knowledge, experience, confidence, power and influence in the spheres of involvement in a given 
time and space.  
 
There a few drivers, with the other activists collaborating with them and extending their efforts. 
Drivers initiate meetings, create action and are intent on moving forward. They take ownership of 
action and responsibility on board, working across various levels. Drivers are well-versed in 
strategic thinking, they have an ability to uncover processes, and take advantage of situations. 
They are passionate leaders, and will build up a constituency around them, are well-respected by 
their peers and wider medical community, and are able to affect decisions at the higher levels. 
They do not easily give in. Drivers spend the majority of their time working on the agenda of 
change.  
 
Managers may be seconded by the drivers to manage areas of change; and collaborate with 
drivers, and other managers, supporters to guide the change processes. They will co-ordinate work 
on the ground, building up knowledge, raising-awareness, and working (in general) within their 
organisational aims to create incremental adjustments. They work on the agenda of change as part 
of their work-brief.   
 
The novices are newer to the game, and their activist position would be one of the first in medical 
organisations. They will have met drivers, and managers; who will be their role models; mentors 
and the reason for taking on the positions. Novices may have less confidence in individual ability 
to create change; and lack strategic skills. They look for advice and support from drivers and 
managers.  
 
So again, where do you go when you simply – I mean, you know, I’m not much more than a general 
practice registrar, so not much more than a lackey in a department, trying to push an issue. I mean, [the 
driver] had all the faith in the world in me. And she said, “You just go and do it. You can do it, you’re 
strong, you’re powerful.” And she invited me along to one of these leading academic seminars…  
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Supporters are called upon by drivers to be there for support. They most likely are female rural 
GPs who have ‘insider’ positions, thus more acceptance by authorising boards. They will attend 
meetings with managers and drivers, give advice, share their experiences at grassroots level, and 
give the legitimacy and credibility of the drivers to act on processes. They lack a certain degree of 
self confidence as they have only ever known the male culture, and feel somewhat limited in their 
ability to ‘speak out.’  
 
Listeners and onlookers are potential activists who go along to conferences, meetings to do with 
female GP issues. They may be sourced (invited) by other activists to play a more active role. 
Some activists reported that this was the level where they began their involvement.  
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Phase 3 documents (related to practitioner level) 
 
• Statement of Ethics Approval 
• Letter of Invitation 
• Plain language statement 
• Debriefing contacts for female GPs 
• Informed Consent 
• Semi-structured interview schedule 
• Comparisons of the ‘Agenda for Change’ model with the literature – An 
example 
• Comparison of case study profiles with other Australian studies of 
female rural GPs.  
• Ways of balancing personal and professional life – examples from the 
data 
• Strategies to support the practice of slow medicine 
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Statement of ethics approval           
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<DATE> 
Dear <GP> 
My name is Imogen Schwarz, I am 27 years old, and I am a PhD research student studying at the 
University of Ballarat’s Horsham Campus in rural Victoria.  I have been funded by the Australian 
Research Council to conduct a study about recruitment and retention of rural general practitioners. 
I am interested in the particular experience of women as GPs in their rural communities and how as 
women they approach work, family and/or other interests and commitments.  Case studies will be 
conducted with 9 women from rural SA, NSW and Victoria, and will include the experience of GPs with 
varied family circumstances (with and without children, single and married/partnered).   
 
I would welcome the opportunity to talk with you about your personal experiences of being a woman 
and a rural GP.  I am interested in how female rural GPs are striving to balance work and other life 
commitments, which is different to what may be called the ‘super doc’ model.  However, you may feel 
this ‘super-doc’ model is working for you and I would be like to talk about that too.  
 
Your contribution would be valuable in assisting to identify new ways of being a doctor and to define 
new structures of rural practice.  I will present these findings in the research thesis and subsequent 
publications. This is with the overall aim of making rural practice a more positive and attractive place 
for female GPs. 
 
This is the second project of a two stage study.  In the first project I have interviewed key players in 
medicine who are advocating for the interests of female rural GPs. I found out about the process of 
challenging and attempting to make changes to rural general practice for women.    Some incremental 
adjustments are occurring, but there are at present limitations to do with the traditional 
organisational culture of medicine.  
 
If you would like to be involved  in the project please call  03 5362 2614 or e-mail me at 
ischwarz@students.ballarat.edu.au  Please indicate a convenient time(s) and a place outside of your 
practice for interviewing. Thankyou. I would be happy to provide you with further information even if 
you’re unsure about your participation at this time.  
 
I look forward to your reply and the opportunity of meeting with you.  
 
With kind regards,  
Imogen Schwarz 
PhD Researcher 
Phone  03 5362 2614 
Fax    03 5362 2648 
email   ischwarz@students.ballarat.edu.au  
 
Horsham Campus  Baillie Street  PO Box 696  Horsham Vic  3402 
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INFORMATION STATEMENT FOR PARTICIPANTS 
 
Title of Project:  The Agenda for of Change Among Female Rural GPs – Case Studies  
Investigators:  Imogen Schwarz, student researcher  John McDonald,  principle researcher.  
 
I, Imogen Schwarz, am a PhD research student studying at the University of Ballarat’s Horsham 
Campus in rural Victoria. I have been funded by the Australian Research Council 
(SPIRT/Linkages scholarship) to conduct a study on recruitment and retention issues of rural 
female general practitioners. The two industry partners involved are:  1) Ballarat & District Division 
of General Practice and 2) Beaufort & Skipton Health Services.  
 
I am interested in the successful ways women are working to negotiate a balance between their 
personal and professional lives.  To investigate this I am conducting a series of case studies with 
female rural GPs working in rural practice who see themselves as striving to balance work with 
other life commitments/activities.  I invite your participation in the project. 
 
The schedule for data collection involves up to 3 individual interviews over a month. The 
interviews will each take 1 to 1.5 hours.. Interviews will be recorded on tape, during which time 
you are able to review, edit or erase any of the material. Notes will be taken during and/or after 
the interview. The tape recording will be transcribed into a written form of the interview. A copy of 
the transcript will be sent to you with the opportunity to review, edit or erase your input into the 
interview. To participate you will be required to sign a consent form. 
 
As some of the data collected may be of a sensitive or personal nature, the researcher will ensure 
that all published materials as a result of this study will be presented in a way which maintains the 
confidentiality and anonymity of the individual.  There are a number support services available to 
you if you would like debriefing. Please see overleaf. 
 
This research will provide important insights into the changing environment of rural general 
practice from a unique gender perspective.  This information will be useful for medical workforce 
planners in designing better structures for female GPs to work in rural practices.   
  
Your participation in this project is voluntary, and you are free to withdraw your consent and 
discontinue participation in this study at any time.  The tapes and notes will be kept in a locked 
cabinet in the researchers office, and on completion of the study, after 5 years will be destroyed. 
 
Thankyou for your time - to read and consider this. Any questions are welcome.  
 
Any questions regarding this project can be directed to the Principal Researcher, Dr John 
McDonald, of the School of Behavioural, Social Sciences and Humanities on telephone number 
03 5327 9745.  Should you (i.e. the participant) have any concerns about the conduct of this 
research project, please contact the Executive Officer, Human Research Ethics Committee, Office 
of Research, University of Ballarat, PO Box 663, Mt Helen VIC 3353. Telepone:03 5327 9765. 
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Debriefing Contacts for You 
 
 
There are two main services you can access by free call.   
 
Bush Crisis Line 
 
CRANA (the council of remote area nurse of Australia) offers a number of services including their 
Bush Crisis Line, a confidential 24-hour telephone support and debriefing service for multi-
discipline remote health practitioners and their families.  
 
Qualified psychologists with rural, remote and cross cultural experience answer the Bush Crisis 
Line. Callers don’t need to be a member of CRANA . 
 
You can free-call the Bush Crisis Line from anywhere in Australia:  
1800 805 391 
 
 
Telephone Counselling Service 
 
Meridian rural Development Consultants provide a professional telephone counselling service 
suitable for rural GPs and their families when needed.  
 
To access the service call: 1800333 621 
 
 
More information about these services and others can be found at Rural Workforce Agency 
Victoria website. The direct link is 
http://www.rwav.com.au/assistanceprogram/personal.asp 
 
 
For SA Rural GPs you can access the following: 
 
Links GP 
 
The Rural Workforce Agency in South Australia offers the Dr Doc Program to all rural GPs in 
South Australia for the promotion of health and wellbeing and crisis intervention.  The Links GP 
project offers advice and guidance for GPs in each division.   
 
These GPs are confidential caring GP colleagues whose role is to support colleagues and families 
in need and look out for GPs who may be undergoing personal or professional distress.  For a list 
of Links GP in each division go to this site:  http://www.ruraldoc.com.au/support/supportframe.htm
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INFORMED CONSENT 
 
 
Code number (if any) allocated to the participant      . . . . . . . . . . . . . . . . . . . . . . . . .. . . . 
 
 
Consent (fill out below) 
I, . . . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . of . . . . . . . . . . . . . . . . . . . . . .   
. . . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . 
hereby consent to participate as a subject in the above research study.  
 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered 
to my satisfaction. 
 
I understand that: 
 all information I provide (including questionnaires) will be treated with the strictest confidence 
and data will be stored separately from any listing that includes my name and address. On 
completion of the study, after 5 years, all data will be destroyed (ie. Recorded interviews and 
transcripts). 
 aggregated results will be used for research purposes and may be reported in scientific and 
academic journals. Informant quotes may be included in published materials, however, these 
will be presented in a way that individuals will not be able to be identified.  
 I am free to withdraw my consent at any time during the study in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used. 
 The interviews will be recorded on tape and during this time I am able to review, edit, or delete 
the interview recording if I wish.  Notes will be taken during and/or after the interview.  
 I will be sent a transcript of the interview and I have the opportunity to review, edit or delete my 
contribution to the interview if I so wish.  
 
 
SIGNATURE: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  DATE: . . . . . . …….. . . .. . . . . . . . . . . .   
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Semi-structured interview schedule for face-to-face or telephone interviews with women 
rural GPs at the individual level  
 
Before the recording of interview begins I will: 
1. Explain the purpose of the interview  
2. Tell participant about myself and background 
3. Explain that the study seeks to find out about the participant’s perspective and experiences, and 
these are important and valuable to the study.   
4. Clarify anonymity, confidentiality and that the participant may stop the interview and/or 
withdraw their consent at anytime.  
5. Reiterate the purpose of the interview; 
6. Explain why I am using a tape recorder, check they are comfortable with this and ready for the 
tape recorder to be turned on. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Topic Area 1: The structure of their lives – practice arrangements and family/lifestyle 
 
The purpose is to talk with women about their work and family/lifestyle arrangements.   
 
• Family responsibilities: No. children, responsibility for children, other family responsibilities, 
partner/spouse employment status.  
• Practice Arrangements:  Number of doctors in practice, Part-time work, 
Salaried/partner/Associate, Child-care arrangements, CME training (flexible, inflexible). 
• Work commitments:  Employment status, sessions per week in practice, on-call roster 
involvement, sessions at hospital, other work i.e. Divisional, medical journalism, community 
health education, medico-political involvement. 
• Rural Experience:  Rural origin/ Partners origin, First rural experience, Drivers to rural 
practice (What made you choose rural practice?) Intentions to stay/leave in existing 
practice, previous rural experience. 
Topic Area 2:  Finding her identity in rural practice 
 
The purpose is to talk with women about the process of change in developing their own identity 
(as a ‘successful’ doctor) on a personal level and in carving out structures that work for them. 
Discuss their personal philosophies.  
• What does it mean to be a doctor? What is the meaning of success for you? 
• How do they feel others perceive them as a doctor, mother, partner? Colleagues, 
community members, friends.  
• How is gender an obstacle/facilitator for being a doctor? Are socialised roles of gender 
played out in the practice?   
• How is lifestyle and practice commitments integrated or not? Do you feel you have to 
divorce yourself from your family to be a doctor?  How is work and family prioritised? 
• How would you describe an ideal way of working to fit into with other commitments? Has 
this been achieved?  Can you describe the process of this?  
• What aspects of the practice are working for you? What isn’t?  Have you tried to change 
these?  Why or why not? 
• How would you describe your ‘autonomy’ in the practice?
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This is a sample guide of the series of issues to be covered over the two or three interviews and 
the sorts of questions that will be raised in these.  However, as this research project has taken a 
qualitative approach to interviews this schedule will remain flexible, and will vary according to 
the individual informant and how the interview evolves. “An essential feature of in-depth 
interviews is that they are conversations that are informal in style and engaging 
intellectually”(Minichiello, Sullivan, Greenwood, & Axford, 1999). The guide is used as a tool to 
help the interview focus the person being interviewed. In-depth interviewing is not so much 
focused on the questions asked as how the informants themselves shape the interview and as 
information flows the interviewer can alter the line of questioning. The purpose of this is to allow 
for the researcher to gather information rich data that may be not be revealed by restrictive 
questions. For this reason the interview schedule may evolve to include new dimensions of the 
topics as interviews are conducted and preliminary analysis is done. 
 
Topic area 3:  Types of supports 
The purpose is to talk with women about their supports including the how policy for female 
rural GPs may affect their level of action/ability to act. 
 
• Who is part of your social support network? Mentors/Role models. Who helps you to 
develop strategies for combining work and family life or other lifestyle factors?  
• Can you tell me about your experience of the supports available in the practice? Have 
your efforts led to negotiations of new workplace conditions, new patterns of work? 
• What sort of relationships do you have with family, friends, other doctors?  
• Can you tell me about the networks you are involved in for female GPs? Are you involved 
in running these? 
Topic Area 4: The reality of policy and programs for female GPs in rural practice 
The purpose is to talk with the women about how policy/programs relate to them at the practice 
level.  
• How do the medico-political organisations affect their level of action?  
• What organisations do they belong to? 
• How is information disseminated about various programs to assist rural GPs? 
• Is the female rural GP policy informing how things are arranged in the practice? Is there any 
real benefit at this stage?  
• Has the level of support for female GPs and for her personally changed over time (due to 
the increased advocacy for this group?)  In what ways? 
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Comparative demographic information of case study profiles with some   
Australian studies on female rural GP        
    
 
Table A1 provides a comparative analysis of findings with the National female rural GP research 
project by Tolhurst and Lippert (2003).  
 
Table A1: Summary of demographic and working profiles of women rural GP case studies 
and comparisons with the national female rural GP research project (NFRGPRP)  
Demographic and working profile case study 
no. 
case study 
% 
NFRGPRP % 
(N = 114) 
Number of women interviewed 13 100 100 
RRMA 
Rural 4 
Rural 5 
 
6 
7 
 
46 
54 
 
N/A 
N/A 
Married 10 77 87 
Spouse Occupation: 
Doctor 
Farmer 
House husband 
Other (includes business owner) 
 
(2) ex-spouse 
1 
0 
9 
 
(15) 
8 
0 
70 
 
37 
9 
9 
45 
With children 7 54 72 
Single 3 23 14 
Single with children 1 8 3.5 
Rural background: 
Self  
Partner 
(Both) 
 
4 
6 
(3) 
 
31 
46 
(23) 
 
40 
43 
N/A 
Practice Structure 
Solo 
Group of 2 
Group of 3 or more 
Women only 
 
1 
2 
10 
1 
 
8 
15 
77 
8 
 
13 
8 
78 
N/A 
Financial arrangements 
Principal  
Partner 
Salaried 
Contract 
Associate  
Locum 
Registrar 
 
5 
3 
1 
0 
2 
0 
2 
 
45 
23 
8 
0 
15 
0 
15 
 
31* 
N/A 
35 
19 
6 
1 
9 
Hours worked: 
Full time 
Part-time 
On call 
 
11 
2 
10 
 
85 
15 
77 
 
48** 
51 
64 
Performs procedures 6 46 26 
Planning to stay in this location  10 77 56*** 
Note. Adapted from The national female rural general practitioners research project: Final report 2001 (p. 23), by H.T. 
Tolhurst and N. Lippert, 2003, Newcastle: University of Newcastle. 
*NFRGPRP identified number of principals and not specified whether this included partners or is one and the same in the 
definition.  
**NFRGPRP asked participants to define their work as full or part-time (ie. self-defined).  
***Proportion of women planning to stay in this location for next five years. Years not specified in this research.  
 
RRMA location 
Similar to the case study make-up in this research, RWA surveys identified that the greatest  
proportion of female rural GPs worked in RRMA 3 to 5 (Doyle, 2003).   
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Age range 
In Australia, Pope and Deeble (2003) found female rural and remote doctors to be younger than 
male doctors; and seventy percent of female doctors to be aged between thirty-five and fifty-four.  
The older age group was over-represented in this research, whilst the younger age groups were 
consistent with the Australian rural and remote workforce agencies group (ARRWAG) dataset 
(Pope & Deeble, 2003).   
 
Family status  
In the NSW and Victorian surveys (McEwin, 2001; Wainer, 2001) around eighty-five percent of 
female GPs had children of school age or below, in comparison to thirty percent in this research. 
Given the older age profile of the females interviewed, it is not surprising that that there are 
proportionally less women with dependent children than other national surveys (Doyle 2003; 
Tolhurst & Lippert, 2001). 
 
Positions of female rural GPs 
The findings are consistent with ARRWAG’s dataset (J. Pope & Deeble, 2003) which reports that 
most female GPs in rural and remote areas are resident GPs (seventy-six percent) compared to 
other primary models of service provision including registrars (eleven percent), hospital based 
GPs (five percent and primary health care team member (five percent). Refer to table A2 for 
comparison with case study participants. The ARRWAG national data set identified that resident 
GPs are more likely to have been in practice for longer than five years. 
 
Table A2: Primary model of female GPs service provision for case studies in comparison 
to ARRWAG rural and remote workforce information 
Primary model of service provision case study no. % 
ARRWAG % 
female GPs 
Resident GP 
Hospital based GP 
Fly in/fly out GP 
GP registrar 
Member of a primary health care team 
GP locum 
10 
0 
0 
2 
1 
0 
77 
0 
0 
15 
8 
0 
76 
5 
1 
11 
5 
2 
Note: Adapted from Rurality bites: Rural and remote GP workforce information: A preliminary analysis of the Australian 
rural and remote workforce agencies group minimum data set (p. 13),  by J. Pope and J. Deeble, 2003, Canberra: 
AARWAG. 
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Table A3: Ways of balancing personal and professional life: Examples from the data 
 
Feature Examples 
Attitude to work/life ‘…I really make an effort to think: My job is not a doctor, but that’s 
not who I am - Not my life’ (Sam). 
 
Philosophy is to ‘have fun….life’s for enjoying…. I work to live, I 
don’t live to work.’ (Sue) 
 
Philosophy is to ‘[be] as good as you can be at each arena, but no-
one’s perfect, and I certainly don’t expect to even try to be.  So I think 
it’s: “Get by and do the best you can.”’ (Fiona) 
How to find out about ‘balancing’ Get involved with rural GP networks – “get a feel for how people 
manage their lives and balance” (Sue). 
 
Talk with confidant to reprioritise self and work values (Irene). 
Reduce practice hours/workloads Networking with neighbouring GPs for clinical and professional 
support (Di, Jeanette, Ruth, Jane)  
 
Ask local Division of GP for information and assistance and other 
medical associations (Jeanette, Sue, Katrina, Kirsten) 
 
Employ an experienced/capable practice manager – Jill thought this is 
the ideal; Jeanette was attempting to recruit one – “So the office 
manager is our way of trying to improve our quality of life really” 
(Lena’s partner). 
 
As principle, transfer responsibility to staff rather than carry it 
yourself– able to take time-off ‘without business going broke.’ (Di) 
 
Employ a practice nurse to ease GP workloads (Di, Irene, Kim) 
Multi-tasking Teleconference - “three out of four meetings are teleconferenced. So 
teleconferencing is really making things a lot easier, ‘cause you’ve 
got a mute button on your phone, so if you’ve got noise around you 
can still be involved in that [from home].” (Fiona) 
 
Mobile phone – “that I really had to stay within sort of visual contact 
or phone contact of the hospital . With mobiles, I mean it does make it 
easier (Ruth) 
 
Whilst driving home, phone friends to keep in contact (Katrina) 
 
Do scripts whilst watching recorded TV shows (Kim) 
1) Reduce domestic workloads (for 
more time with family or self 
priorities)  
 
2) obtain childcare support (for more 
time with combining work and family). 
Employ a house-cleaner/ gardener (Lena, Sue, Katrina, Kirsten, Jill) 
 
…it’s a matter of being organised. Like I don’t mind eating the same 
thing for a week. So on Sundays I cook all my food for a week” 
(Jeanette) similar strategies identified by Sue and Kirsten. 
 
Accept help from community members who offer it (ie. do the 
washing or ironing, babysitting, provide fruit & veg) (Di, Sam, Kim, 
Ruth)  
 
Accessible grand parenting (Kirsten)  
 
Be flexible with different types of care to you as a mother ie. Dad, 
grandparent, babysitter. (Kirsten, Fiona, Jill).  
 
Use childcare facilities (if adequate places!) (Fiona) 
 
Employ ‘live-in’/part-time nanny (Sam, Ruth, Kirsten) 
 
Give self permission to relax, have 
time-off (with family/friends) or ‘me-
time’   
Relax  - But I just learnt the whole value of relaxation… (Irene) 
 
“But um, sitting and doing nothing is actually very therapeutic and 
something that needs to be acted on” (Sue). 
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‘Me-time’ - I see it’s very important for people to have an interest, 
especially when you have a busy life and you don’t have much time 
for yourself, to have something that you can do that you really enjoy 
doing, so that you’re not just swallowed up totally by your work 
(Irene).  
Set boundaries on personal and 
professional life 
Limits on work hours/ limit number of patient bookings/cut down 
appointments to four rather than five pm (Di, Irene, Sue, Kirsten).  
 
Employ more staff to keep within personal boundaries (Lena, Sue) 
 
Work late rather than take work home – too disruptive her and family. 
(Kirsten) 
 
“I have improved by not making my home number the same as the 
surgery [in an adjoining practice to home].” (Kim) 
 
Reduce conversations with spouse about work life at home (for 
principal) – becomes too overwhelming. (Jeanette) 
‘Keeping sufficiently in touch’ with 
medical skills and knowledge during 
childbearing years 
To prevent deskilling and retain medical knowledge do locum or 
women’s health sessions on casual basis, then return to full-time work 
at later date (Ruth).  
Geographic proximity Having practice, childcare (Fiona) or home/practice/hospital adjoining 
or close to each other (Sam, Irene, Kim, Sue, Katrina). Rural town 
suited to this. Less travelling and greater ability to combine both 
home and work life. (Although less able to set physical boundaries on 
home/work distinction)  
Emotional support to balance your life A ‘good marriage’/ life partner (Sam, Lena, Ruth): …is an 
enormously powerful support to have…I don’t think I would have 
lasted in a very small town practice…because of the isolation, being 
on-call a lot more and…never knowing quite what’s going to front up 
(Ruth).  
 
[My husband] is my absolute rock (Sam) 
 
A ‘confidant’ (Di, Irene, Jeanette, Lena, Sue, Fiona, Jill):  And my 
best friend, I debrief with her and she’s a GP too….And she rings me, 
all the time. … that [relationship] with her is really important. 
Because she’s older and she’s sort of been like a bit of a role model” 
(Jill). 
 
[She]gets my head out of [work], …and says, “You’re coming to see 
some people. You’re going to this.” I call her my social secretary…I 
mean being unmarried you need very close, good soul buddies. …she 
is a really good listener and debriefer. So she keeps my sanity, more 
than anyone else does. If I need to talk stuff, I do to her (Jeanette) 
 
 
Appendix B 
285 
 Table A4: Strategies to support the practice of slow medicine      
 
Strategy Example from data 
Know when to refer/ know your 
capabilities 
So I guess a lot of the times, it’s a matter of knowing what your area of 
capability is and prepared to refer on... I can do that within that practice 
too. There are some things that um, some of the other doctors in the 
practice do that I don’t do and you can get them to do it, and vice versa. 
(Irene) 
Develop booking schedule to 1) 
maintain a variety of practice 
(combination of short (simple/acute 
medicine) and long (more complex) 
appointments) and 2) more 
manageable – inform reception staff 
and patients to book double 
appointments 
 
 
And if you’re booking that far in advance, what you find is, that you’re 
getting the chronic things, and people bring their shopping lists and ah – 
(Jeanette)…but I’ve structured my days so that I have more acute 
medicine, than I used to have, and it’s working really well. There’s a bit 
more of the gastro, sore throats. …Well what we do, is that we have 
about half the day set aside that you cannot book ahead. …So if you’re 
sick, and you’ve got a headache or whatever, you can ring up and you’ll 
get that appointment on the day. But if you’re not sick, if it’s something 
that can wait, you have to wait three weeks in advance… But it has 
worked well and it really eases up your day… (Jill) 
 
…our reception staff are very good, particularly our main receptionist is 
very gifted at knowing whether people are likely people to be needing a 
longer time or shorter time. She’s been in the job for nearly thirty years. 
Has got it down pat. (Sue) 
 
And that’s the other thing we sometimes do double book for some 
patients who are chronically always half hour whether they ask for it or 
not. (Because you just know it’s going to be that long.) Yeah and it often 
is. And then it takes the pressure off. (Jill) 
 
[Patients] don’t realise that there’s a fifteen minute slot, and they just 
have to then be seen again, which is a shame. And so I told a lot them to 
come back another day. And to book a longer appointment and to make 
the time available. (Katrina) 
‘Agenda setting’ with follow-up 
appointment 
What I do is I say, “Tell me what’s the most important thing for you, and 
we’ll probably only have time to tackle this, but if there’s anything else 
that I’m alarmed about on this list, you know like chest pain, or child 
abuse or something then I might actually put that as my first priority. So 
I say, “Let me see your list, and we’ll look at it quickly together.”(Jill) 
 
Yeah and I do, do that. If I’m really, really busy, I honestly feel myself 
sometimes thinking I don’t want to get involved  you know, open a can a 
worms but you know if that’s the case, I’ll try and make them come back 
for another reason so I can get more out of them. (Sam) 
‘Develop stamina’ – ways to energise 
self between consultations 
I check my emails in-between. But I’m female, so I’ll multi-task. So I 
might be writing a newspaper article for family doctor week that’s 
coming up, so I might have that screen saved a little bit, so it just gives 
me time to clear the brain in-between patients, particularly when it is 
full-on counselling stuff, or you know, more personally draining stuff, 
which I’m very good at closing the door, [Right]and walking away from. 
It’s quite nice to sort of [takes a deep breath in and out to express 
feeling] take a bit of a breath in-between. And so, yeah fifteen minute 
appointments, and I hope I don’t run over time, but I often do, and I hate 
being late. (Sue) 
 
“I recognise when I’m tense and I know how to unwind. And with self-
hypnosis, within sort of a minute I can be completely [relaxed]…I live 
on powernaps. Ah, I’m one of these people who can stick their head on a 
desk and wake up refreshed, and keep going for another six hours” 
(Jeanette. 
Work collaboratively with allied health 
professionals 
Ah we have one psychologist who works an afternoon a week, actually 
in our rooms, we don’t employ him, he just uses one of our rooms. 
…Our division highlighted counselling as a big issue. We’re using all 
those funding for that to pay various counsellors across the region. They 
may or may not be a psychologist. Some of them are social workers, to 
provide free counselling for people. It probably might only last a couple 
of years, so we refer to that. (Fiona) 
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There’s a female counsellor at the hospital. And I refer awful lot of 
patients to her. And she in turn tells me what’s actually going on, and 
gives me ideas and feedback on what I should be doing and how this 
patient could be helped in the future. So it’s actually really, really helpful 
(Katrina). 
Use referrals includes empowering 
patient with personal skills and 
knowledge for behaviour change 
You can give and give to a bottomless pit, I get exhausted listening to 
people’s upset feelings and they’re a never ending fountain of 
distress…till the person involved starts doing their diary and lifting their 
self-esteem and changing their behaviour …so I try to reduce that [time] 
by using referrals and there’s actually a group therapy twice a year. (Di) 
Acquire new skills or knowledge Jeanette has a subscription to evidence-based medicine, seen as useful 
for managing patient problems and ensuring her knowledge base is 
sufficient – sometimes when she referred patients, would have to go to 
city and felt unsatisfied. With new information, has much broader 
knowledge and quick access to research patient cases and is now able to 
some resolve problems locally.  
‘Tune out’ from time -focus on present 
patient rather than start rushing 
patients through 
If I get a problem that I just need to tune out from the clock I do, because 
there’s enough time span and my attitude is that if the patients can’t wait 
they have to rebook [Right] rather than um sending somebody home with 
things, but I do try to stick to time allocation. And I try to be quick and 
wrap things up. Open things up, set things out, work out for the patient 
what their problems are. (Di) 
Cut number of patients to maintain 
ethic of care (slow medicine) – 
lengthen consultations 
And I couldn’t work any faster or any more superficially because I’d 
taken on this sort of style of workload, so I just said, “Cut. Cut to ten 
patients a day.” (Di) 
 
And so I spent, I have longer appointments, I see less people a day, [ah 
huh] but that’s the way I work, the people who come and see me want it 
to be that way so… (Jeanette) 
 
Have support from medical community 
including practice colleagues for 
different style of practice. 
I guess I’m lucky in that I’m in a practice with quite a few female 
doctors and we’re all the same. We all support each other and say, “Well 
look this is the style that women doctors practise.”…I guess if I was the 
only female in an all male practice, they probably wouldn’t believe that 
and um, they’d make you feel like you were a bit inferior I think. (Fiona) 
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Chronology of milestones/events for mainstreaming issues of women 
GPs in rural practice 
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